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Parliament on Milk and Analgesia 


Mie of the Bills brought before Parliament, which contain 


little or no politically controversial matter, are over- 

looked by the public, or create interest only among the 

gmall section who realize that they, personally, will be affected 
by then. 

Two Bills now in the Committee stage, having had the 

gecond read ng, will affect the community as a whole through 


their particular effect on the women and children of the nation. 


The life of a nation can be observed by its birth rate and the 
health of its children, and though the standard of child health 
in this country is remarkably high there is still much to be 
achieved in the reduction of deaths from tuberculosis in infancy, 
and in the prevention of the crippling conditions caused by 
tuberculous milk. 


+ + + 


Many factors affect the birth rate, but an important one is 
often overlooked or given insufficient attention, that is the 
attitude towards childbirth of the women in the age group 
most suitable for child bearing. 

, In spite of the excellent work done, by midwives in particular, 
in the preparation of women for childbirth as a natural function, 
the average attitude is still that labour is an ordeal to be feared, 


Below: domiciliary midwives at Queen Charlotte’s Hospital are. supplied 
with cars for long distance cases and autocycles for those nearby. The hospital 
has pioneered in giving analgesia to women in childbirth 


and from which escape should be possible through analgesia. 
This is particularly so among those who have had one child, 
and though they have experienced but one labour, their attitude 
is, unfortunately, apt to carry more weight than that of the 
midwife, who has had experience of hundreds, of which the 
great majority have been the normal, happy achievement of 
a long anticipated desire. 

The Private Member’s Bill to provide for the administration 
of analgesia in childbirth is attempting to make imperative 
the provision of facilities which are now merely permissive. 
At the second reading of the Bill on Friday, March 3, all the 
speakers supported the principle that analgesia during childbirth 
should be made available for every woman who desired it, whether 
in hospital or in her own home; the main requirements toward 
this end being the training of midwives in the administration 
of analgesia, the provision of suitable equipment by the local 
authority or hospital, its regular servicing to ensuie that it is 
immediately ready on demand, and the provision of transport 
for midwives so that the apparatus can be taken to the most 
isolated cottage. It appears, however, that the Government 
considers the Bill unnecessary, on the grounds that the Health 
Service Act makes all these essentials permissive, that the 
Ministry has to pass all local authorities plans and can insist 
that such measures should be incorporated, and that at the 
present rate of progress in training midwives the majority will 
be qualified to administer analgesia in four years’ time, that is 
in the time recommended in the Bill. 

The report of the debate in Hansavd* makes most interesting 
reading, and the Bill has certainly served a useful purpose 
already in pointing out the backwardness of some areas in 
comparison with others. For example, it was stated during the 
debate that, in Monmouthshire recently only 13 per cent. (now 
25 per cent.) of women delivered in their own homes by mid- 
wives had been able to receive analgesia, whereas in West Sussex 
the figure was 57 per cent.; in Stockport, the number was only 
15 per cent., while in Leicester it was 64 per cent. Tributes were 
paid to Queen Charlotte’s Hospital and Well House Hospital, 
Barnet, and to those local] authorities who had given priority for 
midwives’ cars, and courses in analgesia for midwives trained in 
earlier years. 

There is no need, however, to ignore the encouraging fact that 
a very considerable number of women do not, in fact, desire or 
need analgesia during labour, but approach the labour so well 
prepared that they can rise to the demands made upon them, 
instead of seeking to escape from something which is unknown, 
and dreaded through lack of knowledge and understanding. 
The importance of ante-natal preparation for every woman 
during pregnancy cannot be overestimated, and the woman who 
can meet and talk personally, not once, but several times with 
the midwife who will deliver her, has by far the greatest benefit. 
The personal contact between the two—or rather between the 
three—most concerned (for the father’s part deserves real 
appreciation and consideration) is the essence of good ante- 
natal preparation. The midwife’s visits to the home, her friendly 
counsel, advice and teaching is the most valuable part of the 
preparation. The patient’s attendance at clinics or hospital 
centres, where the midwife in charge may not be the one who 
will deliver the woman, cannot fill this need so well, though 
group teaching can be carried out to some extent. The doctor’s 

* House of Commons, Friday, March 3, 1949. The debate will be reported 
next week. 
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teaching and guidance is also of value but can rarely be given so 
gradually, naturally, or in such detail. 

Every midwife, ‘‘ the practitioner of norma] midwifery ”’ as 
the Working Party on Midwives Report describes her, should 
be able to give the patient relief from pain when it is desired or 
needed. Unfortunately, many midwives and their patients 
must wait for further scientific research before this can be 
achieved. If the Bill serves to speed up this research, and the 
provision by local authorities and hospitals of the present facilities 
to all women who require them, it will have served a useful 


u se. 
hick + + + 


The second Bill now in the Committee stage in Parliament is 
to ensure that the milk supply of the country shall be safe. It 
aims, in the long run, at building up herds of cows free from 
tuberculous infection, by the slaughtering of infected cattle. 
To-day, infected cattle have to be thrown out of a tuberculin 
tested herd, but it is known that, in many cases, the Government 
compensation is not large enough to induce the farmer not to 
sell the cow at the next cattle market. This is especially 
true of the small farmer, and the position has been aggravated 
by the increased demand for milk and its short supply. 

. As the cleaning up of the country’s herds will take a number of 
years, the Bill sets out to ensure that, meanwhile, the milk sold 


opical Voles 


The King’s Health 


His Majesty the King’s general health continues to be excellent, 
states a bulletin issued from Buckingham Palace on Tuesday, and the 
circulation in the left leg has been restored to a satisfactory degree. 
As the circulation in the right leg, however, is still dependent on a 
collateral circulation, His Majesty has been advised to undergo the 
operation of lumbar sympathectomy. This relaxes the tone of the 
arteries so helping to improve the circulation. 


Recruitment in Scotland 


THE Nursing Recruitment Advisory Service for Scotland, sponsored 
by the Nuffield Provincial Hospitals Trust, recently issued its report. 
This includes figures showing that out of 700 enquirers, 24 per cent. were 
known to have begun work in hospital. When possible, students were 
recommended to remain at school and take the Higher Leaving 
Certificate; failing that, girls were encouraged to take a pre-nursing 
course available at 12 schools in Scotland or to take a two year course 
in nursery nursing. One of the main problems in dealing with 15 
year old girls was to prevent them being employed as cheap labour in 
under-staffed hospitals. Another interesting point mentioned in the 
report was that the applicant measured the atmosphere of her future 
training school by the tone of the correspondence she received from the 
hospital. Girls were attracted by personal, friendly letters, while 
many an applicant might have been discouraged by a cold formal reply. 


The Princess at 
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to the public shall be safe. It empowers the Minister of Food 
to prohibit, in an area, the sale of milk that is not tuberculin 
tested, pastuerized, sterilized, or accredited. England, with her 
problem of providing milk fo1 a vast industrial population, hag 
lagged behind a number of other countries, but it is especially 
in the rural arees of England that the milk is not safe for the 
consumer. Here again, the problem is a financial one for the 
small farmer. In a country town with perhaps 7,000 inhabitants, 
the milk producer may be unable to afford the outlay required 
for installing a plant tor pasteurization, and the danger of un- 
treated milk is not realized by the mothers. 

Children, who mainly constitute the milk-drinking population 
of the country, have been the chief sufferers from milk-borne 
infections. It has been recognized for years that cow’s milk is 
far from being safe, it may actually menace the child’s life and 
health owing to contamination by many bacteria, and in par- 
ticular the tubercle bacillus. Although it is known how to 
make milk safe, hundreds of children die each year, or are 
permanently crippled or disabled, through the impure milk 
‘supply. For years, the importance of restricting the sile of 
milk, unless rendered safe for childien’s consumption, has been 
recognized. The present Bill makes it imperative, and the sooner 
it car be brought into effect, the better for the children, the 
family and the nation as a whole. (See also page 208) 


Other comments of interest are those on recruitment and publicity and 
the report states that ‘‘ Recruitment could suffer no greater blow 
than to be denied a guarantee that nurse-training will be conducted 
by one school....° 


Student Nurses at St. Andrews 


For the second year in succession, The Scottish Board of the Royal 
College of Nursing and the Nursing Recruitment Advisory Service 
for Scotland have jointly arranged a conference for student nurses 
and pre-nursing students, which will be held from March 25 to 29, 
at St. Andrews University, and Sir Robert Nimmo, J-P., Chairman of 
the Nursing Recruitment Advisory Service, will give the opening 
address. Nurses will also have the opportunity of hearing at first- 
hand about international relationships in nursing through Miss Alice C. 
Sher, herself a Latvian, who is the Assistant Secretary to the Inter- 
national Council of Nurses, and Miss Frances G. Goodall, O.B.E., 
General Secretary, Royal College of Nursing, will discuss professional 
organizations and self-government within the training schools. There 
will be a number of other subjects discussed which are outside the 
sphere of nursing alone. John Casson, the Producer of the Glasgow 
Citizens’ Theatre, will speak on the Theatre and Society, and the 
lighter side of the conference will include a dance on the Saturday 
evening. The University of St. Andrews makes a lovely setting for 
a conference and the best advocates for the nursing profession are 
happy nurses in training. If the enthusiasm which greeted last year’s 
conference is equalled this year, much will have been achieved. 


Hospital Management Conference 


THE nurse’s part in the machinery of the National Health Service 
was the subject of the special conference arranged by the Royal College 
of Nursing last week, and 67 nurse-members of regional hospital boards 
or hospital management and health committees were among the 


contents 


Bristol 


PAGE . 


HER Royal Highness Princess Margaret will 
open the Bristol School of Nursing, on March 28. 
Miss G. Davies, S.R.N., S.C.M., is the Senior 
Sister Tutor of this new Preliminary Training 
School, in which the students take their three 
months’ preparatory training before they go to 
Bristol Royal Infirmary, the Bristol Children’s 
Hospital, The Bristol Eye Hospital or 
Southmead Hospital. Princess Margaret’s 
interest in various facets of national 
life, which she has been studying in London 
recently, will increase the welcome she will 
receive when she attends the youth week in 
Bristol. Her interest in nursing training is 
not unnatural when the Royal Family have 
always shown such interest and Princess 
Elizabeth is the President of the Student 
Nurses’ Association, Royal College of Nursing. 


Left: Dame Gladys Taylor, R.R.C., 

Matron-in-Chief of Princess Mary’s Royal Air Force 

Nursing Service, leaving Buckingham Palcce after 
the investiture at which she received the D.B.E. 
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__ THE COUNCIL ELECTION 


Voting papers for the election to the Council of the Royal 
College of Nursing will be sent out towards the end of March. 
Candidates’ policies will, therefore, be published in the Nursing 
Times, March 26. 

Candidates have been invited to speak at the meeting in the 
Cowdray Hall, on Saturday, March 19, at 2.30 p.m. Tickets can 
be obtained from Miss P. R. A. Penn, 21, Cavendish Square, W.1. 
Admission free, tea 2s, 6d. 


audience. The group discussion method was used following interesting 
talks by speakers who included a regional hospital board secretary, 
and a medical officer, who was also a member of a hospital manage- 
ment committee. Two sessions of outstanding interest were the 
Brains’ Trust, on Friday afternoon, when the subjects raised included 
the presentation of nursing matters in the general press, the grouping 
of hospitals for nursing training, the employment of girls of 16 years 
of age in hospital and its significance as a cause of wastage, pre-nursing 

rience, the position of the matron in joint consultation machinery, 
and the place of the aged sick in hospitals. The highly competent 
team dealt with the problems from various angles and the result was 
a most stimulating afternoon. The final session, however, was the 
most challenging as the Chairman, Mr. Raymond Parmenter, called 
on the group leaders to give definite advice for action, based on the 
facts which had emerged during the discussions. It was agreed that 
it was not satisfactory for the matron to be a member of her hospital 
committee as she was an employee, but that she should attend the 
meetings as an officer, while nurses could give valuable service on 
other management committees and boards, but as individuals, and not 
as representatives of a special interest. Further reports will be found 
on pages 211 and 212, and in next week’s issue. 


Teaching and Learning 


FLEXIBILITY is the keynote of the modern sister tutor’s attitude to 
her work, and advantage is taken of every opportunity to widen her 
knowledge. The Education Department of the Royal College of 
Nursing afford such facilities through refresher courses and one for 
sister tutors has been held at the College this week. There was a 
good attendance from all parts of the country, including a large propor- 
tion from the Midlands, Lancashire and Yorkshire. There were students 
from India and China, a uniformed group from the Queen Alexandra’s 
Royal Army Nursing Corps, and one male tutor. The tone of the 


Above: cutting Prince Charles’ cake at Paddington Green Hospital. It is 
made from ingredients left over from the christening cake 


course was set at the opening session by M. L. Jacks, M.A., Director, 
Oxford University Education Department, who was introduced by 
the Chairman, Sir Cyril Norwood, M.A., who is the Chairman of the 
Royal College of Nursing Advisory Board on Education. In a most 
revealing talk, Mr. Jacks impressed upon his audience that their 
job was not the comparatively simple one of giving set instructions. 
t was a question of studying each individual pupil and finding the 
way in which she learned most easily. The tutor’s function was to 
help her pupils to /earn, and this could be effected in a thousand and 
one different ways. Therein lay the unending fascination of the tutor’s 
calling. Mr. Jacks explained many of the possible ways of “ helping 
to learn,” quoting examples from his own experience. His address 
launched a theme which was warmly discussed and will, no doubt, 
be carried to many classes by enthusiastic sister tutors. 


B.C.G. VACCINATION IN NORWAY 
—a report of a talk by Miss R. SPILLING, Public Health Nurse, Bergen 


SPEAKING at the recent conference, arranged by the National Council 
of Nurses of Great Britain and Northern Ireland on the use of B.C.G. 
vaccination, Miss R. Spilling, public health nurse from Bergen, 
Norway, pointed out that tuberculosis comes in waves—and at different 
times to different peoples. The climax in England was reached in 
1810 and in Norway it came at the beginning of this century. Tuber- 
culosis still presented a problem there, for 4,000 new cases of pulmonary 
tuberculosis were notified annually and there were notifications of 
about 6,000 other cases of tuberculosis. Two thousand people in N orway 
died each year from tuberculosis, but both the mortality and the 
morbidity had decreased. Tuberculosis of bovine origin was hardly 
ever seen in Norway to-day owing to the control of infected cattle. 
Norway had only 15 farms with tuberculous cattle and these farms 
were not allowed to sell any of their milk. The cattle in Norway were 


tarefully controlled by the tuberculin test and positive reactors were | 


slaughtered. 

Miss Spilling stressed the importance of the control of persons 
with open and advanced tuberculosis. The law of 1900, could enforce 
the isolation of these cases in an institution, if sufficient isolation could 
not be provided at home. There had been much legislation in Norway 
m regard to tuberculosis. In 1935, a law forbade anyone to work 
as a teacher before he had been X-rayed to exclude tuberculosis, and 
in 1942, a law introduced tuberculin tests for the whole school popula- 


tion and an X-ray examination of the entire population of Norway. © 


Finally, in 1948, a law introduced obligatory vaccination of the 
tuberculin-negative population. ‘‘ Our intention,” said Miss Spilling, 
is to Strengthen the power of resistance to tuberculosis. We wish 
for the best possible standard of living for the whole population as 
Tegards nutrition, housing, general and personal hygiene and, finally, 
' the vaccination with B.C.G. of the tuberculin-negative population.” 
és B.C.G. vaccination is our newest weapon in the campaign. We 
not regard it as the specific remedy for getting rid of tuberculosis, 

t we know for certain that we have here a vaccine that gives a 
Certain degree of specific protection, and it is most valuable in our 
work.” The French professor, Calmette, and his assistant, 
oe Saw the vast possibilities which a vaccine might have that 
could provide a certain degree of resistance and yet not impart the 
4 ase. I'wo Norwegian doctors, Dr. Heimbeck and Dr. Scheel, led 
gtd in the use of B.C.G. vaccination in Norway. They proved 
a few — nurses and medical students, who did not react to 
il rculin test at the beginning of their training at Ullevall, the 
unicipal hospital of Oslo, contracted tuberculosis in greater numbers 


than those who had been tuberculin-positive at the beginning of their 
training. In 1926, Dr. Heimbeck began B.C.G. vaccination and the 
results were so convincing that in a few years, B.C.G. vaccination 
became generally accepted. Vaccination became obligatory for all 
tuberculin-negative student nurses, medical students and hospital 
personnel. Miss Spilling added, ‘‘ The fact stands out that among 
the adult population, many are still tuberculin-negative, even up to 
the age of 40 and 50 years of age. It is these people who do not react 
to tuberculin, between the ages of 15 and 50, that we should like to 
see vaccinated with B.C.G.”’ 

Some interesting figures were given by Miss Spilling in regard to 
the children who are tuberculin-positive. In the elementary school 
in Norway, 5 per cent. of the children were positive at the age of 
7 years. Between 7 and 12 years, about 8 per cent. were positive, 
and of the children who were leaving school at the age of 14, about 
14 per cent. were tuberculin positive. 


B.C.G. vaccination gave a very valuable protection and would give 
at least 80 per cent. protection. It lasted from 4 to 6 years and re- 
sistance seemed greatest in the second and third year after successful 
vaccination. 

Miss Spilling remarked that various diseases reduced the value of 
the tuberculin test. These were measles, whooping cough, pneumonia, 
a feverish cold and cachexia. In people over 60 years of age, the tuber- 
culin test was of no value. If the tuberculin test was performed during 
the incubation period of tuberculosis, which was from 6 to 8 weeks, 
the tuberculin test would be negative, although the person had, in 
fact, actually contracted the infection. This period was called the 
ante-allergic period. In Norway, Miss Spilling said there were small 
hospitals for children who had been exposed to tuberculosis. The aim 
was to make the child tuberculin positive before he returned to the 
tuberculous milieu at home. ‘‘ We do not yet possess the necessary 
personnel to vaccinate the whole tuberculin negative population, 
but we are working, to begin with, by giving protection to the most 
exposed groups of the population ; student nurses, medical students, 
hospital and sanatorium personnel. We are trying to vaccinate the 
school children before they leave school whilst they have the protected 
milieu which home and school affords, and before they become more 
exposed to tubercular infection during their working lives."” Miss 
Spilling ended her talk by saying, ‘ We have the greatest hope of 
reducing the tubercular morbidity and of bringing tuberculosis under 
control.” 
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8.—Conclusion:: 
Diagnosis and Treatment 


HE judgment that a certain condition is psychosomatic is 
sometimes very easy, sometimes extremely difficult, 
and at times impossible. It may be difficult, even when 

a great deal is known about the patient’s mental and physical 
status, and it may be easy after a brief impression. 


There are very many disorders in which emotional states are 
thought to influence the course of illness; these have not, as yet, 
- been thoroughly elucidated and classified. The tendency has 
been to study disease entities already well established, such as 
duodenal ulcer, in the effort to discover how such states as 
anxiety and resentment are related to the pathogenesis. It may 
be, however, that the entire system of classification of disease, 
which rests in large part on a foundation of morbid anatomy, 
needs to be revised, and that psychosomatic disorders of function 
should form the basis of a new one, 


Psychological Patterns 


Disorder of function after all comes first; before a duodenal 
ulcer can form, a pathological state of the bowel must be main- 
tained over a long period, and to its maintenance chronic resent- 
ment and other untoward mental states contribute. If the 
psychological patterns giving rise to these abnormal mental 
states could be recognized and dealt with in the early stages, 
the bowel dysfunction could be cut short, and there would be 
no duodenal ulcer for the morbid anatomist to examine. There 
is no universal agreement at present on what these patterns 
are, although some personality features found in ulcer patients 
-have been described; for this reason the diagnosis of the pre- 
ulcer state cannot be as definite as, say, the X-ray diagnosis of 
the ulcer itself. On this account, it is a common criticism of 
psychosomatic investigation that the findings are not clear-cut, 
and that they indicate only probability and not certainty. 


Relating the Symptoms 


At this stage, criticisms of this kind have some justification; 
clear definition in psychological terms is notoriously difficult. 
In everyday life, and apart from special research, we have to be 
satisfied with the best formulation we can reach after a careful 
examination of the patient’s life history and his present state, 
in which we try to bring together the psychological forces at 
work and the physical disorder, and relate them to each other. 


For example, we have now under investigation a patient with 
migraine, a young woman in the middle twenties. Her daily 
work is in an office in which she has to take orders from a superior 
whom she does not like; she considers that she is given rather too 
much work to do, yet she has not been able to bring herself to 
complain about it, and have the work reduced. 
tried to.get through all the work as best she could, often not 
succeeding. Because of her rigid patterns of behaviour, she was 
unable either to take some action to settle this unsatisfactory 
situation, or to release the pent-up irritation and hostility which 
She felt towards her chief. In addition, worry over the wn- 
finished work made her feel tired and dispirited. In this setting, 
she began to experience severe attacks of migraine, which 
occurred with increasing frequency until she was finally con- 
siderably disabled by them. After admission to hospital, she 
was given the opportunity to discuss freely her position at work, 
to ventilate her feelings, and to see objectively how the attitudes 
she had taken up towards her responsibilities and towards other 
people had forced her into an insoluble situation. From the time 
of admission, she had no headaches; she began to feel much 
better, and the discomfort and depression which had accom- 
panied the migraine passed off. 


It is, of course, too soon to say whether this improvement 
_will be kept up when she has to leave hospital and go back to 
work; that will depend on the degree of insight she has gained 
while under treatment, and the extent to which she can avoid 


last of a series of lectures on Psychosomatic Medicine by Dr. 
Neill. 


Department of Psychological Medicine, Guy’s Hospital 


' of the clinical assessment. 


Instead, she 
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the “‘theme situation’’ now that she recognizes it. It wil 
depend also on the kind of work she takes up; an important 
part of treatment will be to find out what sort of occupatign 
she is really fitted for, and to help her to establish herself in jt, 


Reaction to Environment 


This aspect of treatment—alteration of the environment—j% 
not to be despised. There is a limit to the modification which 
can be induced in human attitudes and reactions; time is short 
and skilled therapists are few. If we can improve a patient’ 
condition by finding him work which he likes, or helping hin 
escape from cramped and insanitary living quarters, then y 
must do so. In this patient, then, the task of diagnosis con 
sisted first in confirming the clinical form of her headache a 
migraine; second, in relating individual attacks of headach 
to experiences of resentment, anxiety and frustration; anf 


‘thirdly, in outlining the personality pattern with its special 


traits of rigidity, scrupulousness, and aggressive trends nd fd 
given outward expression, 


Making a Diagnosis 00 


The first approximation to a diagnosis was made at inter ph 
view; after admission, the patient was furthe. interviewe 
and particular lines of enquiry explored, She was given per 
sonality tests, such as the Rorschach and the Thematic Apper- 
ception Test, which between them throw a great deal of light 
on personality structure and function. Her behaviour in the 
ward was observed from day to day, and her reactions to othe ( 
patients noted. The impressions of the nursing staff were of 
great assistance in forming a picture of her personality; the ja 
sister in charge of the ward was charged with the administration °F 
of some the tests, and botk she and her staff were able to con : 
tribute much material of real value to the discussion of the 
clinical problem. x 
In recent years, the behaviour of people in a group has beer i. 
the subject- of a great dea] of research, and group treatment of 4 
patients with 2 psychiatric disability has become a techniqu@ 
of the first importance. How patients react to one anotherg g,, 
and to the group as a whole, may throw into sharp relief thei 5 
personality trends; these group reactions are considcred by u@ p,, 
to be of great diagnostic value, and are utilized in the formulatiom] 5 
of the psychodynamics of an illness. It is natural that th@ f 
nursing stiff should be in the best possible position to observe the® Ha 
reactions of their paticnts; their reports are an essential party ¢ 


Skilful Interviewing 


Psychometric tests are not always possible ; often ag 
impression of the diagnosis has to be made after a short inter§ 
view. Where time is short, it is best spent in recording the 
patient’s family history and his life story, with special attentio 
to the phases of activity of the illncss and their correlation witl 
disturbing experiences. The family history is important becaus 
of the likelibood that a constitutional predisposition exists if 
many disease conditions; it is worth while also to ask abou 
the temperamicnts of the parents and siblings, and the generé 
atmosphere of the family during the pitient’s childhood. 


While there has to be some kind of framewors for an enquin, 
into the patient’s personal history, it is best not to stick to ti 
too closely; a line. which scems at first to be irrelevant ma 
lead to matters of great significance to the patient, and withil 
reason he must be allowed to talk freely where his talk is thoug# 
to reveal something of his motives and attitudes. At time 
the talk may reveal little except the patient’s desire u 
keep the obseiver as it were at arm’s length, or it may tum 
into casual conversation. Provided the story is reasonabl 
Clear, the fewer questions are asked the better. The more @ 
patient can be encouraged to give his own version of bow } 
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trouble began, and how he was feeling at that time, the more 
It is often the case that a psychosomatic illness is brought 
about by emotional states which are partly or completely re- 
, and therefore not recognized; in the case described 
labove, the resentment which the patient was harbouring towards 
her chief was certainly not fully recognized by her, though it 
twas fairly evident as she told her story. This mechanism in- 
troduces a difficulty into the clinical formulation of a psycho- 
somatic condition, but it is a difficulty which should not be 
overestimated; in practice, when all the available information 
about the patient is weighed, it is generally possible to form 
some opinion of how far psychological factors are concerned. 
Ip some cases, because of the incompleteness of our knowledge 
of psychophysical relations, we cannot be certain of how important 
such factors are. Because many patients are very ready to 
talk, and because it is easier to investigate the psychological 
aspect of a disorder than to define and examine the physiological 
dysfunction, many of the investizations which have been reported 
are confined to the former sphere only; this gives, of course, 
an incomplete picture, and the only thorough method is to 


investigate both together. 


The Nurse’s Part 


Intensive treatment of psychosomatic disorders demands 
special skill and special condi.ions, which are unluckily none too 
common. Many patients, however, can be greatly helped by 
anyone who is prepared to give time to sympathetic listening, 
‘and to guide the sufferer towards a better understanding of his 
condition and more reasonable attitudes to his life. The nurse 
isin some ways better placed to give this kind of help than the 
physician, since she is closer to the patient; she is more likely 


to see him off guard, as it were, and play the part of a mother- 
figure to him, offering comfort when he most needs it. She 
should not be afraid to hear what the patient has to say; when 
she has time to listen, he will be only too glad to talk. Naturally, 
if she observes that over certain topics he becomes anxious or 
depressed, it is of clinical value and should be recorded. 


Intuitive Judgment 


There are many occasions where a single intuitive 
judzment by one of the nursing staff supplies an essential clue 
to the understanding of the meaning of illness. For example, 
a patient under investigation fo: obesity complained that her 
husband was inconsiderate and unkind, and that this was the 
main cause of her mental suffering. When she was visited by 
her husband in hospital, it was noted that her attitude to him 
was one of suspicion, that she read into his conversation inn- 
uendoes which were not intend d, and that, indeed, the lack 
of consideration seemed to be all on her side. This observation 
brought out an important trend in her personality—that she 
expected a very great deal of affection and regard from those 
around her, and when she felt that this was not forthcoming, 
she became aggrieved and insulted and accused her relatives 
and friends of coldness. . 

This example illustrates also the importance of assessing our 
patients’ reactions to those who are closest to them; often 
protestations of good feeling overlie strong currents of hostility. 
The ward sister and her nurses, who are with the patient con- 
stantly, are in the best position to give an assessment of this 
kind, and to judge how the patient’s emotional] states are related 
to his illness. In general, the greater the co-operation of the 
physicians and the nursing staff in the investigation of all aspects 
of illness, the further will the cause of true medicine be advanced. 
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A MODERN CANADIAN 
HOSPITAL 


Canada and the 
United States * 


By NORMAN DUGGAN, F.R.C.S., L.R.C.P., Honorary 

Surgeon and Surgeon-in-Charge, Worcester Royal 

Infirmary, member of Birmingham Regional Hospital 
Board and Chairman of its Nursing Committee 


AST summer, I paid a visit to Canada, lasting about six 
weeks. The primary reason for the visit was to attend 
an Orthopaedic Congress at Quebec, but I also wanted to 

study the hospitals, as far as I could, and particularly the 
nursing problem there: and it was through my connection 
with the Regional Hospital Board and their kind offices, that I 
was allowed to take the necessary funds out of the country to 
enable me to go. 

Canada is a very different country from England. The con- 
trast is very striking, both on arriving in Canada and on coming 
back to England. There is an immediate sense of freshness, 
alertness, and prosperity over there, which, after our ten years 
of austerity and hard living, is extremely refreshing and very 
striking. Here I would point out that these are my personal 
impressions, some of which may be quite wrong, although I 
talked to a great many people when I was over there and I do 
feel I acquired a fairly accurate picture. 


A Strenuous Life 


The feeling I got was that there was plenty of work for every- 
one, and that generally they work very hard indeed. There is 
complete freedom of enterprise, and they can do, within the 
bounds of the law, exactly what they like. As I said before, they 
work very hard, but they also play hard, eat hard and drink 
hard, and visitors from England find it quite a strenuous business 
over there because they are expected to work hard all day and 
attend numerous parties and entertainments in the ¢vening. 

The shops and stores are revealing—they are bursting with 
goods; the shop assistants are extraordinarily helpful and polite, 
and one of the striking things I noticed everywhere in Canada 
and the United States was the extremely charming manner of 
everyone and how alert and quick they are in the uptake. If 
you ask for any information they give it you at once and in 
great detail, and really go out of their way to help you all they 
can. | 
On visiting the hospitals and doctors, I found there was a 
great interest and sympathy with all our problems. In Canada 
they are extremely fond of “‘ the Old Country ” and very loyal 
to our interests. They were very inquisitive about the new 
Health Service and I had to have a stock “‘ lecturette ’’ ready to 


*A lecture to the Worcester Branch of the Royal College of Nursing 
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Impressions of | 


Hospitals and 


Nursing 


Problems— 
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Above and left : two views of Winnipeg General Hospital, Manitoba 


give to numerous collections of people by day and by night. 
The reason for their interest is that the social services in Canada 
and the United States’ are quite backward comrred with our 
own, especially in the latter. There is nothing to compare 
with our National Insurance, though in the United States there 
is a popular hospital insurance scheme called the Blue Cross 
Scheme, which has between one and two million families on its 
list. They pay a lump sum, so much a year, to meet the extremely 
expensive hospital fees, which I shall discuss later. 


Visiting the Hospitals 


The hospitals themselves are like those everywhere else, 
good and bad, large and small. I visited, by force of circumstance, 
the larger hospitals. My usual arrangement was to see the 
clinical work in the morning and in the afternoon had an inter- 
view with the matron or superintendent of nurses, as they are 
called over there. I saw fifteen or twenty such persons, with 
interviews lasting anything from one hour up to two hours. 
They were very ready to talk and most helpful in discussing the 
problems of each country, so I was able to gather a good deal 
of information on the question of hospitals generally and 
nursing in particular. 

You are probably wondering how the big hospitals in Canada 
and the United States are supported. S$ far as I can gather, 
this is a difficult and intricate question, but most of them were 
built originally by private enterprise, supplemented by grants 
from the city or provincial authorities and the big corporations, 
such as the Can dian Pacific Railway, and so on. The big 
hospitals are very large and beautifully equipped in many ways. 
The running costs are met, to a large extent, by the payment of 
patients. This is the chief feature that impressed me as the 
difference between this country and America and Canada. It 
is fair to say that in the American and Canadian hospitals 
between 50 and 75 per cent., or even more, of the beds are private 
beds. This is a very striking contrast to our hospitals, where 
the free beds are in the mijority at most of the hospitals. 
Most patients going into hospital over there have to pay, and 
pay very heavily indeed. The cost to a patient varies betweem 
£20 and £50 or even £70 a week for their maintenance and nursing, 
apart from doctor’s fees. This has many effects—one is that the 
stay of patients in hospitals is necessarily short, and that, | 
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think, is one of the reasons for the present tendency to get 
surgical patients up and out of hospital quickly. 

The running costs of the hospitals are very high and, in the 
case of a representative hospital in Boston, the Baptist Hospital, 
with about 200 beds, almost entirely private, although it was 
started by philanthropic enterprise, the actual running costs 
are {28 per week per patient.” This is just about double what it 
would be here and you can see, therefore, that if they admit 
private patients (and 90 or more per cent. in the Baptist Hospital 
are private patients), they must pay at least £28 and much 
more if they want amenities such as special nursing, private 
oom, bath room and so on, as most do. 


Diagnostic Clinics 

One of the features of American and Canadian medicine is 
the enormous growth of diagnostic clinics. They are very 
health conscious, or disease conscious perhaps you might call 
it, and they like nothing better than having an overhaul at 
one of these clinics. Here they are seen by a series of physicians, 
surgeons, orthopaedis‘s, radiologists, ear, nose and throat men 
and so on. They spend a few days over this, not as in-patients 
but as out-patients, purely non-resident, and they come out 
at the end of this time with an enormous sheaf of literature, 
twenty or thirty sheets, the results of tests, X-rays, and so on. 
This is a curious feature of American life at the present time and 
it is extremely popular. | 

These clinics, though undertaking no treatment, have first 
claim on a large proportion of the private beds in the hospitals, 
and so the patient goes to one of these clinics, such as the Mayo 
Clinic, in Rochester, or the Lahey Clinic, in Boston, for examina- 
tion and diagnosis, and then if he needs an operation he is told 
he can have a bed in such and such a hospital. The Lahey Clinic 
has first claim on beds at half a dozen of the hospitals in Boston. 
All patients pay a diagnosis clinic fee, which, for a complete 
overhall, is not too expensive, somewhere about £30 or £40. 


Intensive Specialisation 


I found that specialisation is practised to a very high degree 
over there, and the consequence is that in the well-known clinics 
and hospitals any one surgeon or physician handles an enormous 
amount of specialized material. In the Lahey Clinic they have 
records of 25,000 operations for thyroid disease in the past thirty 
years or so. In the Boston Children’s Hospital, Dr. Grose has 
a record of 300 operations for patent ductus arteriosus. I saw 
him do two in one morning. One patient had come specially 
from So ith Africa for the operation. So you see the work amongst 
these men is of an extremely high standard because they are 
doing it all day and every day—that is, that particular specialized 
job. 

With regard to the hospitals themselves and the wards and 
the theatres; although some are very modern, quite a large 
proportion are old. In the theatres themselves there is very 
little chromium plate or polish, and the standard of asepsis is, 
on the average, lower than in the best British clinics. The 
medical staffs are extremely friendly to visitors and each other. 

The hospitals have a homely, attractive atmosphere, which 
you do not often find in this country. The first thing that meets 
the eye is a pleasant hall with masses of nice flowers, a tiled floor, 
pictures on the wall and the receptionist’s desk, presided over 
by a lady of charm, tact and intelligence. The next thing you 
may notice is the hospital shop, which is a great feature of 
American hospitals. Here, not only can the staff buy goods, 
but visitors can purchase flowers, candies and so on for the 
patients. These shops have quite a big turnover and make 
a lot of money for the hospitals. 


“Help Yourself” 


Another feature is the communal dining room or cafeteria, 
which I think is well worth trying out in this country. It is 
run on the “help yourself ’’ basis and everyone eats there— 
medical staff, nurses, technicians, and so on. There is usually 
&@ notice displayed: ‘‘ Please give nurses preference in the 
queue as they have to get back on duty.’’ The meals are ex- 
tremely good; the staff, of course, gets them free, and visitors 
Pay between 60 and 70 cents, three shillings in our money. 
This is for a three or four course lunch, with ice cream and coffee. 

The residents, or interns, as they are called over there, work 
very hard indeed, probably harder than in England. They 


start their day’s work at eight o’clock, sometimes seven. A 
feature of their hospital work is the ward round, when the chief 
goes round daily with a trail of interns, visitors, other house 
surgeons, and so on, and the intern has to stand by the bed and 
give the history of the case verbally and without referring to 
any notes. They make a great point of this, and it is certainly 
very good training for public speaking 


The Nursing Side 


Now to turn to nursing, there is a shortage of nurses over 
there just as there is a shortage everywhere, but it is not nearly 
so acute as it is here. There is in the United States and Canada 
a great thirst and struggle for higher education, and the students 
at the universities are counted not in thousands but tens of 
thousands. Everybody wants a higher education and put them- 
selves out in many ways to obtain this. During the long summer 
vacation, the students work at various jobs to earn money to 
help to keep themselves for the rest of the year. Universities 
are numerous and the fees are cheaper than in England and 
consequently higher education is more universal over there. 


The nurses are drawn from the same age group as ours, but 
they are still at school and always up to matriculation standard. 
This is universal over there—not school certificate, but matricula- 
tion standard or higher. They are carefully selected by the 
matron or superintendent of nurses. They go to a preliminary 
training school at the age of 17 or 18 and stop there for five or 
six months. When they go to the primary training school they 
have already a knowledge of the basic sciences, such as chemistry, 
physics and biology and, therefore, they start off with an advan- 
tage over our girls, who often know nothing of these subjects. 
They are given an intensive course, and they work very hard 
indeed, these student nurses, much harder than in British 
Schools. I will go back to that point later, : 


Capping and Graduation Ceremonies 


Only three or four weeks’ holiday in the year is the rule, and 
if they are ill they are given two weeks’ free treatment, after 
which, in some hospitals, they may have to pay for treatment 
or go home. At the end of their primary training school course, 
which is very theoretical, with some demonstrations in the 
ward but little or no practical nursing, they are received into 
the school of nursing proper. I use the word “ received ”’ because 
most hospitals have an impressive capping ceremony, and most 
primary training school students are only accepted as full 
students with a certain show of reluctance. In other words, 
they work very hard in their primary training school, and if 
they do not come up to standard they are discharged. They 
have this special capping ceremony, when the whole of the 
school and the honorary staff are assembled and each of the 
primary training school students is formally given her cap by 
the matron. There is also a short religious service. In other 
words, they make quite a business of the upgrading of the 
student nurse to full student status. In the same way, they then 
have a three-year course, at the end of which there is an even 
bigger graduation ceremony, when they pass their examinations 
and become graduate nurses. Remember, your graduate nurse 
is a highly-finished product, and her training is considere1 the 
equivalent to having taken a university degree. Graduate 
nurses are quite on a level intellectually, and socially, by the 
time they have finished their training with university graduates, 
but they have had to work very hard. 


Nursing Students 


Now I come to a very controversial point; the student nurses 
in Canada are not paid any wages, they are treated exactly the 
same as University students, the only difference being that 
instead of paying university fees, the training school as a rule 
reckons that the work they do in the wards just about pays 
their fees. The nurses themselves have to buy all their own 
books, equipment, uniform, and so so, and their parents have to 
provide pocket money and fares home, often at considerable 
sacrifice. One of the expenses which is shown on some of the 
nursing schedules, is the graduation dress and flowers—they 
have to buy a special evening frock for this occasion. 


One of our problems in England is the wastage question. I 
went into this very carefully in Canada. The wastage in Canada 
(Continued on page 210) 
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TEN CRITICAL COMMENTS— 
on the Report of the Working Party 


on Midwives 


By J. L. BURN, M.D., D.Hy., D.P.H., Medica’ Officer 


of Health, City of Salford 


HIS Report is of first-rate merit; it contains a mine of 
information unobtainable elsewhere. The names of the 
members of the Working Party command respect, and a 

most competent and incisive analysis has been made on the reasons 
for the shortage of midwives. The report is easy to read, having 
an interest and style both rare and refreshing; it gives the 
historical background. The facts and the statistical analysis 
(in which I havetried, but failed, to pick holes !), are especially 
good. Above all, there is a deep humanity and understanding 
of midwifery and its problems. 

I think the best tribute one can pay the report is not merely 
to echo the high praise which has been given (I have yet to see 
any adverse criticism of it), but to concentrate on points of 
difficulty and criticism, though these are made in a constructive 
spirit. Criticism does not mean fault-finding; the report is far 
too fine a document and contains too many proposals for which 
all who have the welfare of the public at heart have been fighting 
for years, to be the subject of carping criticism. 


l. A Maternity and Child Welfare Committee 


It is recommended that a Maternity Service Committee 
be set up in each region. This should be a Maternity and Child 
Welfare Committee-—it is of importance that there should be the 
closest link between maternity and the child. I fail to see in the 
report any suggestion of a satisfactory handing-over system 
from midwife to health visitor. It is very easy to suggest that 
the midwife should visit for the first 28 days; but there are 
many difficulties in practice and one fears that even with a 
reduced case-load, supervision of the care of the infant may be 
neglected when emergency calls come along unless there are 
safeguards. If the midwife is to do this work of caring for the 


' child she must have the chance to do it really well. Much more 


training of the midwife in child care will be necessary—indeed, 
I think there is a case for a ‘‘new”’ profession, that of health- 
visitor-midwife, for work in urban areas. As readers will know, 
the rural health-visitor-midwife is well established. Some 


authorities have reached partial solutions to the problem of the 


proper handing over, where midwife and health visitor meet 
either in thejpatient’s home or at a clinic, or even (less satisfactorily) 
on the telephone, to discuss any difficulties in the care of each 
individual mother and baby. 

Generally, the report takes a long-term view; therefore, it 
is strange there is so little mention: of health centres where the 
midwife, practitioner and health visitor could meet, and where 
the case records would be available for discussion. The more I 
think about this matter the more am I convinced that the solution 
to many problems would be the establishment of health centres. 
Alas, no one seems to know where we are on this point and the 
sooner the Ministry Committee on Health Centres gets out some 
realistic proposals, the better. | 

The first month visiting by the midwife will have many. 
advantages. How often has one noted that breast feeding, 
apparently well established by the midwife, has failed in the 
interval between visits of midwife and health visitor. The 
new system will have an advantage in that one person (the 
midwife) will be responsible for the all-important neonatal 
period. Somehow, when two different visitors have dealt with 
a case there has been confusion of advice and divided 
responsibility, whereas if this recommendation is adopted, the 
responsibility is fixed and clear. The midwife will feel more 
strongly compelled to make a good job of this first month. As 
I would like to be practical, it is suggested that three visits 
might be paid by the midwife during the third and two visits 


PREMATURE BABY] 


FOR. THE 


Right : cot and equip- 
ment for a premature 
baby. The care of the 
premature baby will 
require much study by 
the pupil midwife 


during the fourth week—this system was used in the domiciliary © 


work done from St. Mary’s Hospital, Manchester some years ago, 
with real success. 
It is a pity that, apart from Miss Shand, there was no direct 


representative on the Working Party from public health 7 


departments. 
Several features in the Report omit or glide over the difficulties 
such as the relationship between the midwife, the general 


practitioner, the medical officer and the health visitor—important @ 


practical difficulties which should be faced. 
2. The One-Year Training 


The Report urges, in a new system of training, a one-year | | 


course of specialized midwifery training. This is insufficient, 


and it is only deluding ourselves if we think that the midwife § 
can, in twelve months, learn all that she should know. To take | 


some examples: the care of premature babies requires at least 
one month, breast feeding another month, whilst other subjects 
(ranging from gynaecology to the study of ophthalmia, and the 
visits and tuition required) all make inroads into the small amount 
of time available, nor can all of these subjects be dealt with 
adequately in the basic training. 


The Report advocates the “straight duty’ system which ~ 


administratively sounds very tidy; but it is difficult to carry 
out if the midwife is to follow up and really get to know her cases. 


3. Training in Normal Midwifery 


It is wise to recognize the difficulty of the recommendation | 
of the study of 15 weeks’ normal midwifery in hospital. Many | 


large maternity units now admit only abnormal or potentially 
abnormal cases and this type of case does not provide a balanced 
training for the student. More emphasis should have been placed 
on the overwhelming importance of training in normal mid- 
wifery; each pupil should be drilled in the expert conduct of 
normal midwifery, and know the normal so well that any devia- 
tion from the normal would be at once apparent. 

Where are the maternity units which will allow this work to 
be well done ? One possibility seems to be by regionalizing 
existing maternity units and ruthlessly allocating some to no 
midwifery. 


How is the pupil midwife going to get practical experience? So * 


4 
Havent 


many patients leave hospital on the tenth day that practical 


work in the supervision of mother and infant for the succeeding 
18 days is going to be very difficult to organize. 


The Report is of great interest when it deals with the problems : 


of trying to interest in midwifery suitable girls leaving secondary 
schools. Effort should be made to prevent girls being forced, for 


purely financial reasons, into mills or shops when they have 4 2 
In addition to employment in day bs 


vocation for midwifery. 
nurseries, fine opportunities (which the report does not mention) 
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are created in some areas in positions of clinic helpers in mat- 
ernity «nd child welfare clinics. 

It is important to create a high standard of education for the 
prospective midwife. I do not find the Report convincing on 
this point; yet it is by having a large number of well-educated 
women in midwifery that the building up of the prestige of the 
midwife will be helped, and she will be enabled to hold her own 
asa member of the health team. 


AT THE 
MIDWIVES’ 
OWN CLINIC 


4. Obligatory Refresher Courses 

I would have preferred that the Report had stated a period, 
say every five years, for an obligatory refresher course, to be 
held in special centres for a period of, say, eight weeks. These 
centres, perhaps few in number, need not be confined to London; 
although London has many advantages as the location for 
a post-graduate central teaching unit. Courses on special aspects 
of midwifery could be held in the Provinces, and midwives could 


travel round during the refresher course—lI recall the war days © 


when it was an accepted practice for hundreds of thousands cf 
men to travel to different parts of the country in order to “ go 
onacourse.”’ Pupil midwives could also travel to various centres 
that concentrated on special aspects of the training. 
5. Housing Facilities 

The Report makes no proper recommendations, as it 
should have done, on the housing facilities to be made available 
for domiciliary midwives. There is great variation in practice 
between different local authorities; some of whom, alas, need 
to be told by official bodies before they do anything in the 
matter. Some will give no priority or provision for housing 
midwives, and some who make provision often regard the needs 
of a midwife as met by a bedroom and living room. The mid- 
wife requires a room in which she can see her patients, and the 
Report should have said so. (Of course, the real answer to the 
problem is the provision of health centres, but as these will be 
so many years in coming, short-term recommendations are 
needed.) It is very unfair that midwives should be asked to use 
their bed-sitting rooms for the examination of patients, the 
testing of urine, etcetera. Again, very few domiciliary midwives 
can take a pupil into their own homes. Many of the older mid- 
wives like this arrangement and I am glad to say that the pupil 
midwives I have asked also prefer it—this is a revival of the old 
apprenticeship system which, at its best, did so much good 
towards teaching the technique of an art or craft. The pupil- 
midwife may also get a valuable lesson in home-making. 
_Itis a grave omission not to have included strong recommenda- 
ions for adequate housing accommodation. 


6. The Work of the Supervisor 
_ No mention is made of the number of midwives a super- 
visor can adequately look after; whilst the Report urges the 
appointment of assistant supervisors, it does not give guidance 
the Rushcliffe Report gave concerning health visitors) 
a to the number of midwives employed by a local authority 
necessitating the appointment of an assistant supervisor. It is 


Left: a blood test being taken at the midwives’ clinic 
the use of analgesic apparatus 


In some areas other forms of transport, as shown, are used 


very necessary, in these matters, to be explicit, otherwise the 
responsibility may be evaded by some authorities. In my 
opinion, an assistant supervisor should be appointed to look 
after 10 to 15 midwives. This type of appointment (not men- 
tioned in the Report) is a most valuable means of promotion 


(Continued on page 216) 


Above: at the midwives’ clinic the midwife gives ante-natal tuition in 


Below: the Working Party Report recommends a car for every midwife. 
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Farm 


Right : the entrance to a 
dairy farm in Wiltshire 


PRODUCING 4 


(The pictures shown are from the fif«The 


Top: the bale or portab!e automatic milking machine 
which is driven to the cows in the field 


Above : hand-milking 


Right: the cow takes a drink from the automatic drinking 
machine which fills with water when the cow’s nose touches it 


N their film, “‘ The Milky Way,” the United Dairies have shown all 
the stages through which good, safe milk passes on its journey from 
the cow to the housewife’s doorstep. It is no easy task to produce 
safe milk and this begins with the carefully selected herd where, 
ideally, each cow should be tuberculin tested and cows with a positive 
reaction thrown out from the herd. 


The byres must be clean and the animals groomed before they 
are milked so that they cannot contaminate the milk. The cleanlines 
of the cowshed is made easier if the cow has an automatic drinking 
machine ; by this means, water flows into the cow’s drinking recep- 
tacle when she presses her nose against it. Thus the untidy cow can 
no longer spill her bucket of drinking water over any debris that 
may be in her stall. . 


Hand and Machine Milking 


The milker must be scrupulously clean and wear a clean coat 
and hat. Hand milking gives a slightly higher individual yield from 
each cow but the automatic machine economises man power. 
Automatic milking is a clean process and the film shows the bale, 
a portable milking machine which a tractor drives across the field to 
the cows. The milk is collected from each cow and goes into a collecting 
pipe. After the milk has been put into clean churns, these are put 
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At the 
Depot 


Right : milk undergoing 
pasteurization. By the 
Holder process, milk is 
retained at a temperature of 
not less than 145 degrees F. 
and not more than 150 
degrees F. for at least half 
an hour and immediately 
cooled. By the ‘* High 
Temperature Short Time Pro- 
cess ’’, milk is retained at a 
temperature of not less than 
162 degrees F. for at least 
15 seconds and immediately 
cooled to a temperature of 
not more than 55 degrees F. 


Left : the cooler at a country ; 
collecting station 


Below : in the laboratory. 
Testing for fat content 


Bottom: Bottlewashing ona 
very large scale 


MILK 


e fil‘ The Milky Way’’) 


Pictures by courtesy of , 
The United Dairies, Lid. 


In Transit 


Above : collecting churns from the 

roadside. The full churn is loaded on 

the lorry and a clean churn is left by 
the roadside 


Left: transport tanks at a country 
depot. These specially made tanks hold 
three thousand gallons of milk and are 
lined with glass, enamel or stainless 
steel 
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Above : a diagram of a pasteurization plant 


at the roadside for the collecting lorry which leaves a clean empty churn. 
All the milk is cooled at the collecting station before it begins its journey 
in great tanks to wherever it is required. : 


Impressions of Hospitals and 
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At the laboratory, samples of milk are tested for bacteria couni, s 
gravity and fat content. Pasteurization takes place before the milk jg 
delivered in bottles, with caps covering the whole of the top of the bottle ~ 

The struggle for uncontaminated milk goes on, and although 9 per 
cent. of the milk consumed by the public is from tuberculin tested herds, 
and 70 per cent. of all milk consumed is now pasteurized, the remainder 
of milk is “ straight from the cow,” without any guarantee that it is safe 
milk and has not been contaminated. The Bill now before Parliameng 
suggests that. all milk in England should be tuberculin tested, pasteurized, 
sterilized or accredited. In Scotland, which is ahead of England on the 
road to safe milk, the equivalent to accredited milk should be called © 
standard milk. Under the Milk (Special Designation) Bill, the Minister 
of Food has power to specify areas in which nothing but pasteurized of 
tuberculin tested milk shall be sold retail. 


+ + + 


Although the foregoing article gives an example of good milk production, 
a great deal of milk is still sold in England coming from unhealthy cows, 
or the milk is contaminated at some stage on its journey from the cow 
to the consumer. Milk is an excellent medium for the growth of bacteria, 
and in Great Britain from 1912 to 1935 there were over 100 epidemits 
of milk-borne disease affecting about 12,000 people. At the same time, 
150,000 persons contracted tuberculosis of bovine origin and severaf 
thousands suffered from undulant fever due to Brucella abortus. Diseases 
often carried by milk are scarlet fever, typhoid and paratyphoid fevers, | 
tonsillitis, gastro-enteritis and diphtheria. The characteristics of milk. | 
borne outbreaks are that they are explosive in onset, and cases are 
specially found amongst the milk drinking population. 


Nursing Problems in Canada 


and the United States (Continued from page 205) 


of student nurses is nothing like so high as over here, although 
they do get a certain percentage, perhaps 10 per cent., and I 
think the reason for this is that the girls over there, like the 
University students, have often a hard struggle and expense to 
attain their goal. We make it a bit too easy and pay them from 
the start. I think this is a wrong psychological approach. The 
girls over there work harder, and there is more discipline than 
in hospitals here, and if they do not behave or cannot pass their 
examinations, they are soon ‘‘ out on their necks’. The harder 
you make a goal, the more people will strive after it, and it is 
my private opinion—I am not speaking officially now—that 
one of the things that is wrong with English nursing training is 
that it is made too easy and paid too well in the first instance. 
Any girl who really wants to be a nurse would manage somehow. 
When they are fully trained, then pay them and pay them well, 
but not before they have finished their training. | 


No Midwives 


I may say there are no midwives in Canada, the word is 
unknown. No nurse is allowed to attend a maternity case alone. 
All cases are attended by doctors, although all nurses take 
about two months’ maternity training during their three-years’ 
course. In other words, they have qualified, and may attend a 
case only with a doctor, but they are not allowed to take over 
a confinement, except in extreme emergency. 


‘Third Profession ”’ 


Now what of the finished product: these nurses have worked 
very hard and have had an intense scientific and theoretical 
training, but the weakness is that they have had little practical 
ward experience. They are really what I term a “ third 
profession,’’ something between the newly-qualified doctor and 
newly-graduated state-registered nurse here. After they are 
qualified, many turn to some special branch. Many give 
anaesthetics and give them very well indeed, including the most 
recent forms of anaesthetics. I saw two operations, which 
consisted of opening up the thorax and doing something very 
intricate over the heart, both the patients were perfectly 
anaesthetised by a graduate nurse. Every hospital has one or 
more transfusion experts and I saw blood transfusions and drips 
put up with great skill and ease by graduate nurses. 

They are being so primed and trained for the job that bedside 
nursing seems to be somewhat overlooked, but the hospitals 
rely a great deal for what we call bedside nursing on nursing 
aides, assistant nurses or orderlies. The system seems to work 
alright, but I am bound to say that Canadian and American 
doctors who had been over here and seen English nurses realized 
that the bedside nurse in England was probably of more use to 


the patient and the doctor than their own highly trained 
graduate. 

Once a nurse has graduated over there she feels herself a 
member of a highly skilled profession, and indeed is not inclined 
to do the humdrum daily chores of bed pan and so on, but 
leaves these to the assistants and nursing aides. I spoke to 
several doctors and some patients on that point, and I gathered 
the impression that, although the hospitals were very expensive 
and the medical and surgical treatment spoken of highly, the 
nurse was not up to our best standard. 


Social Status 

The prospects of nursing over there are financially not very 
much better than ours. Nurses are quite well paid but the cost 
of living is expensive so that I do not think there is much 
difference. There certainly is a different spirit between the 
various grades of nurses over there; the qualified graduates 
and superintendents of nurses seem to mix more freely. They 
have common dining rooms, and so on, and neither by their 
uniform or appearance or manner can a stranger tell to what 
grade they belong. They are all beautifully turned out in white 
uniforms, spotlessly clean, and they look extremely smart, but 
whether that is better for the patient or not I should not like 
to say. 

They have rather an interesting method of “ cash salary ” at 
some hospitals; a nurse at graduation is paid a lump sum of 
money, about $600 a year in New York, about what we 
pay a staff nurse, and with this money she can rent or hire a | 
room at the hospital, or live out by herself, or form a ‘““Chummery, ” 
with some of her friends, paying for her meals in the lunch 
room; she can do entirely what she likes with this money and I 
think this is a very good system. The difficulty over here, of 
course, would be the question of deductions for income tax, 
superannuation and so on, but there it works very well. Many 
hospitals over there gladly employ married women and part- 
time, trained nurses. 


Attractive Training, but .. . 

As I have said before, the impression I gained was that this - 
was a third profession, something between a doctor and a nurse, , 
and whether it is of ultimate benefit to the patient or to the= 
medical men attending the patient is a moot point. Of course, ’ 
the type of training they get and the prospects after graduation © 
are very attractive to young girls, and our problem in this 
country is, would our wastage of nurses be less with this type of © 
extremely attractive profession, which may not be so much 
ultimate use to the doctor and the patient as our own splendid | 
tradition of bedside-nursing: - é 3 
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MACHINE 
AND ITS USE 


The First Session of the Sixth “‘ Nation’s 

Nurses’”? Conference at the Royal 

College of Nursing, on the Nurse’s 

Part in the Machinery of the National 
Health Service 


opened at the Royal College of Nursing, on March 3, 

were described by the Chairman, Raymond Parmenter, 

M.A., as ‘‘ the meek who are at last inheriting the earth.”’ He 
gaid that this conference was an educational occasion; one on 
which those present could learn by question and discussion. } 
Dame Louisa Wilkinson, D.B.E., R.R.C., President of the 


N URSES at the sixth Nation’s Nurses’ Conterence, which 


Royal College of Nursing, gave the opening address, and claimed | 


that in many respects, this was the most significant conference 
to date. It was an opportunity to discuss the responsibilities 
and opportunities of the nurse within the National Health 
Service. 

The success of the National Health Service, she declared, 
depended largely on the committees ; which in turn depended 
on the personality of their members. Thanks were due to the 
many voluntary committee workers, who had given up leisure 
and often well-earned retirement. 

Dame Louisa described the present day nursing profession as 
a partner of the medical and civil services. ‘‘ We have our 
opportunity,’ she said, ‘‘ what are we going to do with it ?” 

The profession must be alive, and aware of the difficulties 
now and in the future. ‘‘ We must know where we are going,” 
she asserted. Clear plans must emerge from committee delibera- 
tions. The nursing profession had much to give but also much 
to learn, and as experience was the best teacher, it was necessary 
to go out and meet it boldly. 


A Human Service 


E, G. Braithwaite, M.A., LL.B., Secretary of the South-West 
Metropolitan Regional Hospital Board, speaking on The Machinery 
and Iis Use, represented himself as one who ‘“‘ knew many of the 
problems but few of the answers ”’ relating to hospitals in his region. 

H, considered that to call the Service a ‘‘ machine ’’ was misleading, 
as this suggested a cold impersonal service. The Health Service, he 
declared, was essentially human. Mr. Braithwaite described the 
Service as a two-tier system, one tier being the House Committee, 
who said, in effect, ‘‘ we must have a new building ;’”’ the other being 
the Ministry who might reply ‘‘ we are sorry you may not have one, 
as there is not sufficient money.’’ In between were the management 
committees, who ran the hospitals in their areas, and the regional 
hospital boards who formed a sort of buffer between the two levels. 

It was the policy of regional boards to advise rather than direct. 
Mr. Braithwaite said that among the advisory officers on his own 
board were nursing and legal advisors, an architect, an engineer and 
other specialists. The Board usually refrained from giving 
advice to the committees until it was asked for. Broadly speaking, 
Mr. Braithwaite explained, direction as to conditions of service and 
finance came from the Ministry. The regional board provided the 
element of flexibility in the actual practice of these directions. 


Interchange Between Hospitals 


Mr. Braithwaite was convinced that the group idea must be con- 
solidated by the exchange of staff between hospitals, as easily as between 
wards. The mere setting up of management committees, he declared, 
did not solve all the problems. The group idea must grow gradually, 
and the sense of duty must come slowly and on no account be enforced 

m above. He suggested that a training school within a group, 
which would be independent of any one hospital, might be a good idea. 

Referring to rural house committees which had always taken a 
pride in running their own hospitals, Mr. Braithwaite said that they 
were often reluctant to relinquish their powers. It was not, however, 
intended to take away all their powers, nor on the other hand to allow 

too many. There had to be a balance of authority within the 
Health Service. In this way duplication was prevented and expensive 
apparatus could be centralized and made available to the whole group. 
e house committees’ function had been, and always would be, 

he contended, to look after the patient personally. There was still 
immense scope for visiting by the committees, and they should have 
full play with the amenity funds. Mr. Braithwaite said that in practice, 


Speakers at the First Session of the ‘‘ Nation’s Nurses’’’ Conference. From 

left to right: Reginald W. Bell, Esq., LL.M., Barrister-at-Law, Dame Louisa 

Wilkinson, D.B.E., R.R.C., President of the Royal College of Nursing, Raymond 

Parmenter, Esq., M.A., Member of the Directing Staff, Administrative Sta, 

College, Henley-on-Thames, and E. G. Braithwaite, Esq., M.A., LL.B., Secretary 
of the South-West Metropolitan Regional Hospital Board 


his Board had found no difficulty in keeping the Committees strictly 
to their own functions. 

Explaining the method of appointment of persons now serving as 
committee members, Mr. Braithwaite said that his Regional Board was 
divided into five area committees. These met and considered nomina- 
tions from local authorities, doctors, specialists and other bodies 
connected with the hospital world. Recommendations were made, and 
the members, when appointed, did not take office as representatives of 
these areas. 

The fundamental thing in the success of the machinery, he con- 
cluded, was good will in the members. There must be an absence of 
rigid direction. The patients’ needs must come first and be voiced 
by those in touch with him through the management committee; 
then through the regional board (who are advisors) and finally to the 
Ministry for large decisions. 


Definition of a Committee 


Reginald W. Bell, Esq., LL.M., Barrister-at-Law, discussed committee 
procedure. He said that the cynic’s definition of a committee was that 
it was what happened when a number of individuals met together 
for the purpose of deciding collectively that nothing could be done. 
The cynic’s definition certainly did not apply to an executive committee 
which was charged with an actual job which it must perform. Another 
sort of committee was the advisory committee which gave advice 
about some task which had to be executed. 

The National Health Service was a complete executive structure. 
At the head was the Minister of Health, next came the Regional Boards, 
which were not called committees, and then came the Management 
Committees which were committees of the Board but their powers 
could not be taken by the Board because of the National Health Service 
Act. Every committee had its defined task and the committee was 
limited by its terms of reference. 

Many enthusiastic people rushed forward without realizing that 
there had to be a financial limit to the expenditure that the committee 
could undertake. Committees had to limit themselves to their budget. 
Under the National Health Service Act, each committee had its allotted 
part of the Regional Board’s budget. - 

The Act provided for the committees to be nominated from certain 
kinds of persons. Emphasis was on the fact that the persons were 
chosen for the suitability of their qualifications rather than for repre- 
senting any particular interest. As to the question “ Is there a committee 
type ?’’ there was no such thing. Ordinary, common sense people were 
wanted without “ cranky ”’ ideas and who did not have “ awkward ” 
temperaments. Four qualities were necessary for the committee 
member. He must be cooperative and desire to work in co-operation 
with the other members of the committee. He must have an ability 
to think clearly, a capacity to restrain his inclination to talk, and an 
ability to keep to the point. If people with these qualities were chosen, 


the work of the committee was likely to progress at a good rate. . 


Mr. Bell said : ‘‘ Time is the most important factor in committee work.” 
There was no special difficulty or inside information required about 
committee procedure. The rules of procedure were simple and the 
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chairman’s ruling had to be accepted without argument. Punctuality 
was most important and the London County Council had adopted a 
method of dealing with its most important matters on the agenda at 
the beginning of its meetings. There was such a large volume of work 
to be got through that the chairman had to reach a certain number of 
decisions and report on his decisions in Part 2 of the agenda. The 
committee dealt with Part 2 of the agenda first when the Chairman’s 
decisions could be questioned and, if the members were late, they 
found that they had missed having a voice in the most important part 
of the day’s work. 

There was sometimes hard feeling at committees because people were 
unwilling to realize that a minority view was not a majority view! In 
some bodies, minority views could be presented at a higher level. It 
might be possible to have the matter discussed in full council. Normally, 
however, there was a reasonable spirit of give and take at committees. 

There was of course a distinction at committees between members 
who served on the committee and other persons who attended in an 
advisory capacity. Only persons who were entitled to discuss policy 
and vote were members of the committee, but they must have direct 
advice from the persons responsible for the various departments. 
The responsible heads of departments should be present to give fearlessly 
and clearly their advice to the committee. The officer’s task was 
limited to expressing his view, and, if this was not taken, he must 
carry out loyally the decision of the committee. 


Mr. Parmenter commented on leadership in a committee. One 
member who was well prepared and informed sometimes assumed an 
informal leadership. ‘‘ Committee rule,’’ he added, ‘“‘ is the most 
highly organized and most mature form of government. In moments 
of stress we sometimes revert to more dictatorial forms of government.” 
Mr. Bell said that if everyone went to a committee with the ideal of 
co-operation there would be a certain mutual development of leader- 


ship. 
> + + 


In the discussion which followed, Mr. Parmenter asked what was the 
difference in the matron’s position before and after the National Health 
Service Act. Mr. Braithwaite said that before the National Health 
Service Act, the voluntary hospital had its autonomous committee and 
the municipal hospital had its superintendent and allegiance to the 
municipal or county authority. 


Correspondence 
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To-day, with the grouping of several hospitals together, the matron 
was certainly autonomous in her own hospital, but she was subject to 
one central committee. Each matron had a right to approach the 
management committee directly but it was difficult in a large group of 
hospitals, and perhaps one solution was for matrons to have their own 
meeting within their group. Various questions were asked concerning 
the attendance of matrons at management committees and the 
difficulty of obtaining sufficient contact between the matron and the 
committee. It was suggested that the agenda and minutes of all 
meetings might be circulated to the matrons concerned so that they were 
not dependent on the local press for information about their own 
hospital! Mrs. Blair-Fish, Public Relations Officer to the Royal College 
of Nursing, said that the Ministry of Health circular stated that the 
matron should be present at the management committee when matters 
concerning her department were being discussed. 

One group asked what was the remedy for many members of hospital 
management committees being out of touch with the hospitals in their 
group. Mr. Braithwaite pointed out that the difficulty was owing to 
the large number of hospitals in the groups. In another question, 
it was asked how could the barriers between the hospitals in a group 
could be broken down: how could there be interchange of personnel and 
yet the maintenance of the highest standard within the group. Mr. 
Braithwaite said that with an impersonal authority now, like the 
Regional Hospital Board, it was able to make the best arrangements 
for getting more hospital beds. It was suggested that with more 
parity of brains, ability, efficiency and suitability, the position 
of maintaining the highest standard in the group would be made 
easier. 

One group asked what were the attributes of a good committee 
man? The most important attribute, said Mr. Braithwaite, was to 
speak to represent a policy rather than a local interest. The com- 
mittee member had to be able to think and speak clearly. One group 
asked whether it was wise for a hospital porter to be a member of his 
own hospital committee. Mr. Braithwaite said that in maost cases 
the principle should be that the employee should be appointed to an 
adjacent committee. Another group remarked that unless nurse 
representation on committees were increased, nurses would always 
be in the minority. Mrs. Blair-Fish said that it was not a question 
of counting heads, but if the nurse were well equipped to put her 
case, there did not need to be 20 people to do it for her. 


the Royal College of Nursing the second. The 
resulting confusion in the minds of nurses 


Is there an Impasse ? 

A letter appearing in your correspondence 
columns last week headed ‘A _ Solution 
Invited *’ shows that misunderstanding still 
prevails concerning the constitution and 
functions of the National Council of Nurses. 
The National Council of Nurses is a federation 
of nurses’ societies in Great Britain and 
Northern Ireland, just as the International 
Council of Nurses is a federation of the national 
councils of various countries. It is not a 
limited company and has no shareholders, 
nor, in fact, any shares for anyone to hold. 
Like other federations of societies it obtains 
its income from the contributions of member 
societies and these contributions are dependent 
on the size of the organizations. Like other 
federations it contains societies of very 
varying sizes and its constitution is framed 
to ensure that no one society shall dominate 
its policy and make the voices of all the other 
constituent bodies valueless. 

Comparing the International Council of 
Nurses, the United States of America, with 
its vast size, population and nursing profession, 
contributes, on a per capita basis, more than 
half the income of the International Council 
of Nurses. In spite of this, it has just the 
same representation on the Board of Directors 
and Grand Council as the smallest country— 
one representative, its President and four 
delegates. Yet it abides ~loyally by the 
decisions of the Grand Council, where other 
countries with a membership which is only 
a small fraction of its membership and making 
a financial contribution which is compara- 
tively like the widow’s mite, have equal 
voting power. 

Do British nurses realize that the American 
Nurses’ Association, having spent large sums 
of money on an independent survey of their 
organization has agreed not to accept some 
of the most important reeommendations 
made ause the International Council’s 
Board of Directors, on which it has but one 
vote, feels that they are not in the best 


at the national level. 


interests of the nursing profession in other 
countries. 

Both the National and the International 
Council of Nurses are not comparable to any 
financial concern, but rather to tHe United 
Nations’ Organization, in which the force of 
numbers is replaced by the force of right 
and all unite for common good. The answer 
to your correspondent’s questions are there- 
fore: (1) the largest organization did on the 
per capita basis as everyone knows provide 
over half the income of the National Council 
of Nurses; (2) as in the International Council 
of Nurses, voting strength was never intended 
to relate to financial interest since the National 
Council is not a financial concern; (3) the 
National Council has no shareholders; (4) the 
best interests of nurses are the common 
concern not only of one society but of all the 
member societies affiliated to the National 
Council; (5) in the light of these facts is there 
then any impasse ? 

KATHARINE F. ARMSTRONG, 

President of the National Council of Nurses. 


not Amalgamation ’’ ? 


As an averagely (I hope) intelligent member 
of the nursing profession, I become 
progressively more puzzled by the reports, 
correspondence and discussion on the position 
of the National Council of Nurses and the 
Royal College of Nursing. One is reluctantly 
being forced to the conclusion that, despite 
protests and explanations to the contrary, 
the present leaders of nurses are entirely 
disregarding the future good of the profession. 
It is obviously ridiculous and financially 
impracticable and stupid to have two organiza- 
tions of national importance in this country. 
It is necessary to have a national organization 
through which British nurses can be affiliated 
to the International Council of Nurses; it 
is also necessary to have a national organiza- 
tion to undertake negotiation for the profession 
At present the National 
Council fulfils the first of these functions and 


both in the country and abroad, together 
with the financial burden involved is well 
known. Neither organization is in a position 
wholely to perform the function of the other, 
but there appears to be no valid reason why 
an amalgamation of the two organizations 
should not effect a combination of functions, 
even if it would necessitate a revision of both 
constitutions. This would, at the same time, 
clear confusion, reduce expense and greatly 
strengthen the profession in the future. 
AVERAGE READER. 


A Solution Proposed 
Your correspondent, ‘‘ State-registered 
nurse,’’ has missed one important point in 
her letter concerning the constitution of The 
National Council of Nurses. The Royal 
College of Nursing, the body which has the 
largest financial responsibility in the National 
Council, but not the largest policy-making 
responsibility, is differently constituted from 
most of the other member bodies. Each 
College member is able to give her ideas and 
the results of her experience to any subject 
under discussion. Whereas the nurses’ leagues 
which can easily carry the majority of votes 
in the National Council are frequently bodies 
with a scattered and unorganized membership. 
They -were formed principally for the very 
useful function of looking after their members’ 
personal needs. Frequently many members 
of their executive committees, which bear 
the whole responsibility of answering questions 
of policy sent to the leagues, are not nurses 
with any knowledge of nursing organization. 
Perhaps the solution lies in a different 
relationship between the National Council 
and the College, and the National Council 
and the Leagues. At present, although the 
Council implicitly recognizes that the College, 
owing to its size, should have more votes, 
it makes no one happy for it neither denies 
nor fully undertakes proportional represen- 
tation. 
A MEMBER OF A LEAGUE EXECUTIVE. 


P 


es 
dc 
he 
we 

H 

th 
he 
wl 
tic 
ig 
the 

m 

of 
ob: 
me 

ca 
the 
SEC 

dis 

in 

H 

an 

co 
the 

sel 

wa 

of 

use 

the 

of 
our 
pat 

is, 

I 
pat 
we 
not 
pat 
cha 
his 
per: 
the 

La 
Nu 


& 
NURSING TIMES, MARCH 13, 1949 


THE PLACE! OF OBSERVATION IN MEDICINE 
AND NURSING.—PART 2* 


By ADA GLYNN, M.R.C.S., L.R.C.P., D.P.M., B.Sc., Ph.D. 


In the Nursing Times of March 5 we published the first part 
of Dr. Glynn’s lecture, giving an historical review of the great 
practitioners of the past, with a record of special observations 
made by John Hunter and Edward Jenner. The following pages 
give further examples of trained perception. 


JAMES MACKENZIE, 1853—1925 


OMING to more modern times, let us now consider for a few 
minutes the work of the great Dr. James Mackenzie, who was 
born in 1853 and died in 1925. His contribution was not only 

vast and, in many ways, unique but from our point of view it is 
especially stimulating because the greatest part of this work was 
done while Mackenzie was busy in ordinary general practice, 
here in Lancashire, in the town of Burnley. His most important 
work was on the heart and it was done before X-ray diagnosis 
was available and before the electrocardiogram was invented. 
He was concerned for the welfare of his patients and so he watched 
them closely, their signs and their symptoms and recorded what 
he saw. Then, with the passage of the years, he was able to see 
which of the signs was a serious portent and which was of no 
significance. He learnt to foresee danger. 


Cultivating Sight 


_ Mackenzie was the first person to describe auricular fibrilla- 
tion and to recognize its significance. He taught us which dis- 
orders of the heart’s action were serious and which could be 
ignored. And, most valuable of all, it was he who taught us that 
the most important thing to know about the heart is ‘‘ To how 
much effort can it respond.”” In the diagnosis and management 
of heart disease he created a revolution and the essence of his 
method was that he used his eyes. He was always looking, 
observing and recording, and then trying to understand the 
meaning of what he saw. When the introduction of the electro- 
cardiogram revealed to all what he had already seen people said 
that he had second sight. But he replied that he did not have 
second sight, only sight. He coined the phrase ‘‘ The face of 
disease,’’ and I mention this because it seems to me to sum up 
in four words the importance and the possibilities of observation. 
He disliked the term “‘ clinical sense ’’ with its suggestion of being 
an inborn capacity. On the contrary he maintained that it 
could and must be cultivated... 


Practice for Efficiency 


Like any other acquired capacity, the more you practice it 
the more efficient you become. .So, the more you train your- 
selves to observe the more will be revealed to you. By years of 
watching, Mackenzie got to know every attitude and complexion 
of disease, and his method is available to each of us who will 
use it. 

And now, enriched with the lessons of history, we turn from’ 


_ the contemplation of our great ancestors to the contemplation 


of our patients. We must leave the giants and consider what 
our own activities are to be. In comparison, they may seem 
pathetically small, but let us not be deterred by this, for there 
is, in fact, much for us to do. 


If we are to understand thoroughly the whole nature of our 
patients’ disorders and provide the whole of their requirements, 
we must study each individual with the closest care. We must 
not think only in terms of the immediate disorder for which the 
patient presents himself. We must become familiar with his 
character and temperament, with his wishes, his problems and 
his fears. Thus gradually we will see the disorder in its proper 
perspective and only then will we know how best to provide 
the right conditions for full recovery. All this will require con- 


*Conclusion of a lecture given at a study half-day, arranged by the 
Lancaster, Morecambe and District Branch of the Royal College of 
Nursing.. Part I was published in the NURSING TimEs, dated March 5. 
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siderable conversation and considerable observation, and it is 
some of these observations which I shall now describe. 


Examples of Observation 


Let us, for example, see what we can learn by considering a 
patient’s hair. As soon as you see a person you can note the 
colour of the hair and whether it is normal, grey, bleached or 
dyed. You notice whether the hair is abundant, sparse or absent, 
whether it is in good or poor condition, too dry or too greasy, 
cared for or neglected. And, of course, you notice the style. 
I think you will begin to see, without much more elaboration, 
that a careful study of the hair is well worth making—not only 
for what it tells us of the patient’s physical condition, but also 
of their character and temperament. In a little more detail 
let us consider just a few of the qualities we have just observed. 
Suppose we find the hair dryer than it should be and getting too 
thin. This directs our attention to the eyebrows which we may 
now find are also too thin. We then consider the hair in other 
regions of the body, axillae and pubic regions. Here, we may 
find the hair scanty or completely absent. By this time we are 
beginning to know quite a lot about our patient and a number 
of possible diagnoses are rising to our minds. Our interest is 
quickened and without realising quite how it has happened we 
find a new relationship has become established. There is now 
a bond between us. Our interest has become more personal 
and the patient cannot help but sense this. 

You will see that the hair alone, if we really look at it, can 
tell us a vast amount, but we must pass on now to the observa- 
tion of other parts of the body which, like the hair, are also rich 
with information. 


Noting Details and Variations . 


Take eyes, for example. The untrained layman looks at the 
eyes and all he can tell you is their colour. Often, in fact, he 
cannot even do that. He has looked but he has not noticed. 
But, assuming he has noticed the colour, what else might he 
have seen. Well, there is the shape of the eyes and the distance 
between them. The lids may be normal or drooping, healthy or 
inflamed. The eyelashes, too, may be healthy or in poor con- 
dition. Having got beyond the lids to the eye proper, we can then 
notice whether the eyeball is unduly prominent, the presence or 
absence of squint and nystagmus, the colour of the sclera. 
Whether there is inflammation o! conjunctiva or cornea, and so 
on. Then we look at the pupils and note whether they are equal 
and regular in shape, whether unduly dilated or unduly con- 
tracted. You can quite simply test their reaction to light, but 
even without doing this you can see that merely looking carefully 
at the eyes will tell us a great deal about the condition of our 


patients. 
A Valuable Index 


There is not time in one lecture to consider every organ in 
turn, but one more I must mention, and that is the tongue. 
The tongue is a most valuable index of what is going on in the 
body and if you give it a little attention it will tell its own story. 
It responds in quite specific ways to a large variety of conditions, 
and a glance lasting two or three seconds can often tell us all we 
need know and what many investigations could only confirm, 
If the patient complains of tingling in the fingers you look at 
the tongue, if the complaint is abdominal pain you look at the 
tongue. Indeed, a consideration of the tongue in health and 
disease would come very near to being a whole textbook. 

In the healthy tongue we recognize a muscular organ of a 
familiar size, of a particular shade of pink covered with epithelium, 
moist and slightly furred. Deviations from this normal can be 
quickly detected. Being a muscular organ the tongue may show 
signs of paralysis, of wasting, or involuntary movement; or it 
may be excessively large and fissured such as you find in mongols. 
The first time you see a mongol put out his tongue you wonder 
when he is going to stop. 

In conditions of dehydration the tongue is dry and furred. 
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In nutritional diseases, again the tongue has much to tell us. 
In nicotinamide deficiency the tongue is magenta in colour. 
In riboflavin deficiency the tongue is bright red and the papillae 
are enlarged. In microcytic and pernicious anaemia the tongue 
is first reddened and excoriated, but later the papillae are 
destroyed and then the tongue is pale and excessively smooth. 
Suspecting anaemia you can then look for other supporting 
evidence: the brittle hollowed nails of microcytic anaemia, the 
lemon yellow skin of pernicious anaemia, and the prematurely 
greying hair in both. Blood counts can only confirm the diagnosis 
and I am sure it will interest you to know that when Addison 
first described pernicious anaemia in 1849, his discovery was 
based on clinical observation alone. The apparatus necessary 
for blood counts had not yet been designed. 


In Mental Nursing 


In mental nursing observation is perhaps even more important 
than it is in any other branch. It is true that in this field we 
can make a certain number of investigations which give us in- 
formation of value, but on the whole it is true to say that in the 
care of the mentally ill, what we do not observe, we will not 
know. I am quite sure that the necessity improves the faculty. 
If a patient appears ill, but complains of nothing, we have just 
got to find out for ourselves. I well remember, shortly after I 
came here, one of the sisters said to me, ‘‘ Will you look at a 
particular patient—she has a spot on her back and I know she 
didn’t have it yesterday.”’ Now this sister had about 80 patients 
in bed, and I thought to myself, ‘‘ Does she know every spot on 
every patient. How does one live up to this?” Well, the 
answer is come and look after mental patients and learn. 


On another occasion this same sister said to me, ‘‘I have 
put Mrs. so-and-so to bed. She is deteriorating.’’ Now this 
patient was suffering from Huntington’s chorea; she always 
looked frail and to my then untutored eye, she looked the same 
that day as she had always done. However, we kept the patient 
in bed, notified her relatives and when they visited I indicated 
that the end was near. Well within a week she had died, but we 
and the relatives were prepared, and everything possible had 
been done for the patient’s comfort. There was no fuss or last 
minute alarm, but I could not help knowing that but for sister 


with her penetrating observation, I should have been faced with 


a sudden and unexpected death. 


Significance in Deportment 


I mention these two examples because they occurred in the 
early days of my own mental training and in rather special 
circumstances. Actually, I could give you arrinfinity of examples 
from the day to day work in all our wards, but apart from the 
value of observation in recognizing danger signals, we depend 
largely on observation for the total knowledge of our patients. 
_ Just picture to yourselves admitting a patient who cannot give 
you any reliable account of herself. Well, you look at her and 
you notice her carriage, her gait, the signs of interest or in- 
difference to personal appearance. You notice her hands, does 
she fidget with them, are they tremulous, is there evidence of 
nail biting, are the nails cared for or neglected. You notice 
whether the patient is interested in the environment or unaware 
of it, whether she talks to herself or appears to be listening to 
imagin ry voices. You glance at her lips and the angles of her 
mouth. You notice the condition of her hair and complexion, 
the presence or absence of acne or any other skin disorder. You 
look for bruises and other signs of injury, possibly self-inflicted. 
From this brief outline you will begin to see that without a single 
word on either side, and in less time than it takes to relate, you 
can learn nearly all you need to know simply by looking. 


I should like now to say just a little more about the question 
of gait and carriage. Observation alone can here reveal numerous 
disorders, and having observed them we can then look for 
possible causes. For example, we may notice the stiffness and 
rigidity of Parkinson's disease or we may note that a foot is being 
dragged or a leg held rigidly and moved reluctantly. Apart 
from the many neurological causes, disseminated sclerosis, 
genera] paralysis, etcetera, we have to think of tuberculous hips, 
osteomyelitis, acute and chronic rheumatism and soon. Amongst 
our mental] patients we pay particular attention to the way they 
stand and walk. For example, there is the slow spiritless move- 
ment of the depressed patient, the careless deportment of most 
schizophrenics, and the clumsy graceless movement of the 
mental defectives. Then again there is the question of character, 
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so often revealed in the way one stands and moves. There are 
the people who amble and the people who move with a purpose, 
the people who seem to stand four square, with feet planted 
firmly on the ground, and others whose whole attitude proclaims 
their insecurity. So when you are trying to know and under- 
stand the whole of a person you cannot afford to neglect the 
way he stands and walks. 


No Humble Duty 


Quite apart from what might be called the routine results of 
observation it is well to realize that with care, accuracy and 
experience, observation may, in time, be rewarded with results 
which are by. no means routine, but on the contrary, highly 
original, 

I know it has been said that it is a nurse’s duty to observe 
and report, and I think this is meant to imply that diagnosis and 
treatment must then be left to the doctor. Well, to observe 
and report is no humble duty. If you undertake to observe 
closely and to report accurately you will develop a great and 
valuable skill and the results may be quite unpredictable. Do 


not imagine that everything which the unaided senses can tell 


us has already been worked out. I well remember as a student 
being taught about the treatment of pneumonia by Dr. Burrell, 
our senior physician. He was trying to impress upon us the 
importance of giving morphia in the early stages when the patient 
was distressed with laboured breathing and pain. He said he 
knew it might further depress the respiration but when, as a 
young house physician, he wanted for that reason to with- 
hold morphia from his pneumonia patients the ward sister had 
said, ‘‘ Young man, if they don’t sleep they die.”” That was 
said as the result of years of observation and experience, and as 
such it was accepted by the man who later became the leading 
chest physician of his day. 

In the course of your work you will see a number of patients 
suffering from various disorders. Now although, superficially, 
the patients with any one disease may appear to be in exactly 
the same condition, some will respond to treatment and recover 
and others will not. Now you can ask yourselves, ‘“‘ Was there, 
in fact, anything different about the patient who died.”” Some 
difference from those who recovered which you might have 
detected. Or again, you might ask yourselves, ‘‘ Was there any 
resemblance between those who died; some resemblance which, 
if detected, would have been a danger signal, would have put 
you on your guard and made you that shade more careful.” 
JRemember always Mackenzie’s phrase ‘‘ The face of disease.”’ 
Watch all your patients and try always to detect disaster that 
little bit earlier than you did the time before. In a busy ward 
this problem alone will keep your minds alert, but there are many 
others 


What Textbooks Leave Out 


In a surgical ward, for example, consider the relation between 
the patients’ pre-operative mental state and their post-operative 
progress. There is no doubt that these two are most closely 
related, yet I do not recall that the surgical textbooks so much 
as mention the mind. Now in this hospital we have all been 
struck by the amazing way that some of our oldest and frailest 
patients will stand up to a major operation. Patients in fact 
so frail that no general hospital would operate at all. But 


_being old and demented, these patients are unaware that any- 


thing serious and dramatic is happening to them, and their 
bodies, untroubled by their minds, respond according to the 
known laws of physiology. But in the general hospital, your 
normal patient is often half dead with fear before she: gets to 
the theatre and her body much troubled by her mind responds 
according to the less known laws of psychology. Now your 
observations might help to illumine this particular problem, and 
your wisdom may help to overcome it. 


Patient Enquiry 


Do not think of research as something mystic and obscure, 
an activity to be carried out in isolated and exclusive depart- 
ments. The essence of research is patient enquiry, and in medicine 
and nursing every aspect of our work should have this quality. 
Whatever of interest and excitement our work is to possess, it is 
we ourselves who must provide them. You will often hear people 
say of their job that it has become routine and monotonous, but 
every job can become routine and monotonous if we let it. It 


32 


SSBB 


th 
CC 
ge 
t 
p! 
If 
is 
SD 
CC 
Te 


NURSING TIMES, MARCH 12, 1949 


is up to each of us to realize that all our work is abounding 
with problems all waiting to be solved. You can all tell when a 

tient has collapsed, but can you tell when she is about to 
collapse. Can you foresee danger? Again you can all tell when 
a patient is having an epileptic fit, but can you tell when she 
is about to have one? Now it gives me great pleasure to say 
that in this hospital the nurses usually can tell when a fit is 
imminent. By watching their epileptic patients through all 
their moods and ways, they can recognise the danger signals. 
The patient is then got into bed in good time and there she 
subsequently ccn have her fit in comparative privacy and with 
maximum safety. 


Effects of New Drugs 


Yet another kind of problem now demanding our attention 
concerns the effects of the many new drugs now at our disposal. 
We have to observe and evaluate not only their specific effects, 
but also the many side reactions which these potent drugs all 
seem to possess; the depression produced by the earlier sulphur | 
drugs, the confusion produced by some of the barbiturates, the 
skin rashes produced by drugs new and old, and soon. This work 
must, obviously, be done in the hospital ward, and it seems to 
me that the hospital nurse is of all people in the most favoured 
position for doing it. 


So you see the problems we have to solve are not all con- 
fined to the research laboratories. They are in the wards and 
out-patient departments, They are all round us, and if organiza- 
tions try to keep research confined to laboratories and special 
institutions, then we shall have sterile research and sterile 
medicine. But, in spite of the great modern tendency to specialize 
and standardize we can still insist on using our eyes and finding 
out all we can as our famous ancestors did before us, 


An Important Principle 


Close observation of our patients will moreover remind us 
that the body heals itself if we can provide for it the necessary 
conditions. This is an important principle which with all our 
present methods of interference we are in some danger of for- 
getting. In pursuing the disease we forget the patient. But 
this principle is something of which you, as nurses, can keep us 
constantly reminded. Your work is always concerned directly 
with the patient and the chief part of it consists in helping to 
provide, in various ways, the ideal conditions for recovery. 
If you will realize how important, how fundamental this service 
is, you may help us all from getting entangled in a maze of 
specialized procedures. 

Sir Clifford Allbutt, another of our distinguished physicians, 
said that ‘‘ The best doctor is the best artist and the best artist 


STATE EXAMINATION 


FINAL EXAMINATION 


The Board of Examiners by whom this paper was set is constituted as 


is the master and not the servant of his science.’’ Like medicine, 
nursing is also an art. Both must use and apply all that science 
can give, but it must be used with artistry. And this is where 
we can each express ourselves and show our creative ability. 


Learning from Nature 


All the great physicians show, in their practice, their in- 
dividuality. Each in his art is unique. And a great nurse, in 
her art should be unique also. But art cannot be standardised 
or mass produced. Use all your faculties, observe all you can 
and learn from nature. Books are, of course, essential, but too 
much dependence on books is fatal to originality and the spirit 
of enquiry. In addressing the medical students of Guy’s Hospital 
in 1855, Sir William Gull said: ‘“‘ There are few things more 
important to be urged upon a student, than the constant applica- 
tion of his senses to the objects of his pursuit, for the reading of 
books is so easy and we float so pleasantly along on these paper 
wings, that the harder toil of observing for ourselves is apt to 
become distasteful.’’ So, in spite of examinations and their ever- 
increasing demands, never in any circumstances, allow yourselves 
to be dominated by the written word to the exclusion of what 
you have yourselves observed. 


Develop Your Talent 


Books and apparatus: These things must be used, but used 
with caution. By all means exploit their possibilities, but 
remember always their limitations and their dangers. On one 
occasion a colleague said to Mackenzie that he looked forward 
to the day when instruments of precision would replace the 
human senses. Mackenzie indicated a bowl of roses and said, 


“Can you smell them,” 


If you will all develop your talent for observation it will 
give to your work an entirely new quality. When you see a 
new patient in bed in the ward, or coming into an out-patient 
department, or in her own home, you will no longer think merely 
in terms of diseases, but of individuals. You will say to your- 
selves, ‘‘ Here is somebody who is ill. What can I find out by 
carefully looking at her.’”’ This approach will immediately 
establish a more personal warmer relationship, and that con- 
fidence, which is the beginning of all successful therapy. From 
hour to hour your experience will be livelier and richer, and your 
work more fruitful both to the community and to yourselves. 


If I may now summarize, in a few words, the lessons of history, 
I should say; learn from nature, observe, record, be patient, be 
accurate. For more important than stethoscopes, X-Rays and 
all our instruments, is our own finger on the patient’s pulse, 
and our eyes and minds on the whole of him. 


QUESTIONS = (February, 1949) 


FOR FEVER NURSES 
follows :—W. Gunn, Esq., M.A., F.R.C.P., D.P.H., M. Mitman, Esq., M.D., 


F.R.C.P., D.P.H., Miss J. M. Blake, S.R.N., R.F.N., S.C.M., Miss E. C. White, S.R.N., R.F.N. 


First Paper 


(FEVERS) 


1. What diseases can be conveyed by food and what precautions 
should be taken in the preparation and storage of food to prevent 
contamination ? | 


2. Define the following :—(a) blood count; (b) blood sedimentation 
rate; (c) blood culture; (d) Widal test. 


3. What forms of immunisation are available for children under 
school age ? Write brief notes on each. | 


4. Describe a typical attack of whooping cough and mention 
three serious complications which may occur. 


5. Give an example of a disease in which the infective agent is 
Carried in (a) sputum; (b) faeces; (c) urine; (d) nasal discharge, 
tespectively. How would you disinfect these discharges ? 


ng ; — steps can be taken to diminish the risk of infection through 
air 


Second Paper 
(FEVER NURSING) 


1. Describe the nursing and treatment of typhoid fever. 
the common complications, 

2. What is the difference between suppression and retention of 
urine ? What may be done to relieve these conditions ? 

3. How would you nurse a patient suffering from laryngeal 
diphtheria? What measures may be-employed to relieve this 
condition ? 

4, What do you understand by counter-irritation ? Name three 
counter-irritants and state their methods of application. 

5. How would you prepare a patient for the operation of resection 
of rib? Describe the nursing of the patient after operation. 


6. Describe exactly how you would clean a verminous head. 
7. How would you nurse an adult male patient who is suffering 
from mumps? Mention any complications that may arise. 


8. What do you know of the following drugs :—(a) morphia; 
(6) adrenalin; (c) atropine; (d@) nikethamide (Coramine) ? 


Name 
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TEN CRITICAL COMMENTS ON THE REPORT OF THE | R 


WORKING PARTY ON MIDWIVES (Continued from page 207) 


for the good midwife. It also means, in practice, that special 
attention can be given to important aspects of the work, for 
example, the care of premature babies, and it also means— 
what is of supreme value—that there is a senior member of 
the staff always on duty, available to deal with some Crisis. 


7. Working Facilities 

I do not think that the Report gives sufficient credit to 
the work done by midwives in their own clinics. In several 
areas midwives see their patients at their own clinic for routine 
examinations during pregnancy, and work in partnership with 
the medical officer’s clinic, perhaps held at the same time in an 
adjacent room. This arrangement enables proper medical 
examination for any patient with an abnormality. Here again, 
midwives must press for the early establishment of health centres 
with accommodation for their clinics. 

The Report is also disappointing in the recommendations 
made for night calls. -It can only suggest the grouping of mid- 
wives in order to give adequate off-duty; whereas a night mid- 
wifery service with a central office, to which all telephone calls 
for a midwife are sent, has been found to work satisfactorily. 
The midwife on duty at the office can guarantee that a midwife 
will be sent from one of the midwives who are “on call,’’ and 
that transport is arranged, thus giving the other midwives an 
undisturbed night’s 1est. 

The Report makes the easy point that every midwife should 
have a car. This is somewhat long-term. When I look round 
my district with its grave congestion and its lack of garage 
accommodation or parking places where midwives could leave 
a car, and when I know that a large section of our total popula- 
tion live in these areas, I wonder if the Report is realistic on this 
point. 

8. Medical Practitioner and Midwife 

The Report does not mention some of the present needs 
nowadays for improving the contact between the medical 
practitioner and midwife, who frequently never see one another. 
It should have been possible to recommend that the doctor 


should see the mother, early in pregnancy, for a full examination, © 


and then for the doctor to hand over the patient to the midwife, 
to be responsible entirely, unless some abnormality supervenes. 
I am disappointed that the Report does not “‘ grasp the nettle ” 
of the difficulties in the present relationship of midwife and 
general practitioner. Members of the Working Party cannot 
be allowed to .Scape under the smoke screen that it was not in 
their terms of reference, for the work of midwives cannot be 


Films in Brief 


Feudin’, Fussin’ and A-Fightin’ 
A little nonsense about a cross-country race—quite funny in its way, 
starring Donald O’Connor, Marjorie Main and Percy Kilbride. 


Whispering Smith 

An exciting Western with fine horses, shootings, train wrecks and 
a good story. Alan Ladd as a railroad detective with Robert Preston 
and Brenda Marshall. 


The Modern Age Struggle for Oil 

The story of oi covers only 80 years, but in that time, from having 
to create a market for it, to the present intensive search for fresh oil- 
fields, it has become a matter of life and death to all countries. Monthly 
reviews, such as The Struggle for Oil, are so well worth seeing. 


The Passionate Friends 

We are told that this is a story of a woman’s conflict between love 
and emotional “‘ security.’’ - It makes a most interesting and absorbing 
film, acted with sincerity and beauty. Ann Todd has a wonderfully 
expressive face which carries one with her in all moods. Claude Rains 
is the husband, and Trevor Howard the friend. 


The Small Back Room 

This is one of our very good films. It is an excellent story, it has 
humour and pathos, together with superb acting. It is the story of a 
man with an artificial foot which gives him a feeling of inferiority. 
How he finds himself you must go and see for yourselves. The attempt 
to make a dying boy talk gives a lump in the throat, and the efforts 
to dismantle a booby bomb have the intense reality of nightmare. 
The fine cast is headed by David Farrar, Kathleen Byron, Jack 
Hawkins, Leslie.Banks and Cyril Cusack. Do not miss this picture. 


considered apart from that of other members of the team. The 
safety of the mother and baby, the prestige and practice of the 
midwife, all demand clear allocation of responsibility. In mid- 
wifery at present, medical practitioners are walking away with. 
the credit—and the cash | 
more clearly defined. A practical suggestion to make is that 
facilities should be arranged for medical practitioners and mid- 
wives to meet at Maternity and Child Welfare Clinics. 


9. Allowances 


The Report is not very convincing in its recommendations. 
for the training of older persons; I think the system of dependents’ 
allowances, which it proposes, is all wrong; and it is vague to 
state that “‘ certain allowances ’’’ would have to be made for 
them. Nevertheless, the gains wl far outweigh the cost, for 
some of the older women have wisdom, understanding and 
humanity, which the young midwife, just because she is young, 
may not have in so rich a measure. There is no doubt that we 
must make greater opportunities for older women to take up 
midwifery, but there are big difficulties, as any examiner knows, 

While on the subject of examinations, I would advance one 
reform which I think should be made—that all midwife-examiners: 
should have had some experience of midwifery in a home. Some 
midwife-examiners have too little knowledge of midwifery “ on 
the district ’’ and I candidly state that it seems very difficult 
to satisfy some of their standards in the examinations. 


10. Reviewing the Service 


The Report recommends, with disappointing vagueness, 
a review of the service in three to five years’ time. 

Surely with the National Health Service Act upon us, and 
considering the time of flux in which we work, two years is 
ample ? Changes in the relationship between doctor and midwife 
may be so rapid that if irreparable damage is not to be done, 
review is called for as a matter of urgency before the end of two 
years. Ideally the service should be under constant review. 


+ + + 


Now comes the challenge and crux of the question, the point 
at which all who care for mother and child and midwife must 
be on the alert. What is to be the fate of this Report ? Praised 
and forgotten? What will be its outcome? Collecting dust 
in a Whitehall pigeon-hole? We must see that it lives and that tt bears 
fruit in the form of a new and better deal for mother and midwife. 


SAVING RAW MATERIALS 


For five years the nurses’ home at Kent County Hospital has been without @ 

roof because of the shortage of steel and timber; a new type of construction, 

economical of both materials has been evolved and is shown being put into 
practice at the hospital 


Their respective functions must be 
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Royal College 


_ 


of Nursing News 


Membership forms may be obtained from the Secretary, 


Royal College of Nursing, 


la, Henrietta Place, Cavendish Square, W.1, or from local Branch Secretaries 


Above : the inaugural dinner of the Warrington Branch of the Royal College of Nursing 


SISTER TUTOR SECTION MEMBERSHIP 


At the Winter Conference of the Sister 


Tutor Section, the Chairman, Miss F. Taylor, 


drew attention to one of the conditions of 


eligibility for Section membership as laid down 


in the Section’s Constitution in order that 
opinions expressed by the Section shall be 
those of active sister tutors, namely :— 
“Members of the Section shall be those whose 
chief duties are the instruction of nurses. 
On change of duties membership cannot be 
continued.”’ This does not apply to Section 
members who joined prior to November 1, 
1934, when the Constitution was changed. 

An effort is being made to get the Section 
records numerically and constitutionally in 
order and the Secretary would be grateful to 
receive the resignations of those members who, 
by reasons of change of work or retirement, 
are no longer eligible for membership of the 
Sister Tutor Section. Such resignations will be 
placed before a meeting of the Central 
Sectional Committee. 

Applications for membership from College 
members engaged in teaching, but who are 
not yet members of the Section, will be 
welcomed, and should be made to the Secretary 


_ Sister Tutor Section, Royal College of Nursing. 


Branch Dinner at Warrington 


The inaugural dinner of the Warrington and 
District Branch was held at the Masonic Hall, 
Warrington, on February 9, when Frances, 
Lady Diresbury presided. 

The guests included the Mayor and Mayoress, 
Miss Montgomery, Miss Mary Jones, Dr. and 
Mrs. Glyn Hughes, Mr. McEvedy, Dr. and 
Mrs. Nicole (see picture above). 


INCREASE IN MEMBERSHIP 


Membership of the Isle of Wight Branch 
has increased during the past year, it was 
reported by the Secretary at the annual 
general meeting, held at Newport, I.W., on 
February 19. Lady Baring, who was re- 
elected President of the Branch, was in the 
chair. A new Public Health Section within 
the Branch was formed, and Miss Tarratt, the 
section assistant secretary, spoke on its forma- 
tion and activities. Branch officers appointed 
for the year were :—President : Lady Baring, 
jJ.P.; Chairman: Mrs. J. Gracey, J.P.; 
Vice-Chairman: Miss Raynor; Secretary: 
Miss Wheadon; Assistant Secretary: Mrs. 
Ellis; Treasurer: Miss Filley. Public Health 
Section officers are :—Chairman: Miss Filley; 
Secretary: Miss Knight. 


College Announcements 


Sister Tutor Section 


Sister Tutor Section within the North Western Metropolitan 
ich.—A discussion on Control of Cross Infection in 
cal wards, with special regard to dressing technique will 

be held on Wednesday, March 16, at 7 p.m., at St. Mary’s 
Hospital, Paddington, W.2., in the new nurses’ home. The 
Sister Tutor Section hope that as many as 
Ward Sisters Group will join them iu this 


Public Health Section 
Industrial Nursing Conference 


An Industrial Nursing Afternoon Conference 
will be held on Saturday, March 19, 1949, at 
2.15 p.m., at the General Electric Company, 
Limited, Witton, Birmingham 6, by kind 
Mvitation of the management. The Chairman 
of the Conference will be Dr. C. C. Garrard, 
Resident Director. 


Programme. 2.15 p.m.,. ning of the Conference. 
30 p.m., Exhibition of new State-registered uniform and 
tate-enrolled assistant nurses’ uniform. 3.0 p.m., Recent 
idvances in the Prevention and Treatment of Occupational 
Jermatitis by Dr. C. N. D. Cruickshank, Medical Research 
ouncil. A demonstration will be given. 4.0 p.m. Tea. 
1.30 p.m., Prevention of Electrical Accidents by A. B. Cape, 
»M.B.E. 6.0 p.m., The Treatment of Electrical Accidents 

Burns by the nursing staff of the General Electric 
Company, Limited. 5.30 p.m., Exhibition of the Conipany’s 
Products, including the manufacture of dry batteries and 
moulded plastics, etc. 6.0 p.m., Discussion, summing up and 


iscussion. 


ible from the 


votes of thanks. 6.30p.m., End of conference. 
Applications to attend the conference should reach Sister 
Allan at the above address by Wednesday, March 16. ; 

Public Health Section within the Bristol 
Branch.—On Wednesday, March 16 at 6.30 
p-m., in the Central Health Clinic, Tower Hill, 
the following films will be shown :—l. 
Penicillin in Medical Practice (in colour); 
2. Gas-Air Analgesia in Midwifery; 3. Old 
Wives Tales (A Humorous Cartoon). 

Public Health Section within the Manchester Branch.— 
There will be a general meeting on March 17, at 6.15 p.m., 
er by an executive committee meeting at 5.30 p.m. in 

o. 1 Committee Room, 3rd floor, Town Hall Extension, 
Manchester. 


Branch Notices 


Blackpool and District Branch.—On March 14 at 7 p.m. 
at the Victoria Hospital, Blackpool there will be a general 
— discuss the programme for the coming year. 

Cumberland Branch.—The annual general meeting will be 
held on Saturday, March 12, at 3 p.m. in the Cumberland 
Infirmary. It is hoped there will be a good attendance. All 
nurses in the area are invited. Tea will be provided. An 
address will be given by Miss Gibson, matron, City General 
Hospital, Newcastle-on-Tyne. 

Morecambe and District Branch.—A meeting 
will be held on March 24, at 7.45 p.m., at Lancaster Moor 
Hospital. Dr. A. G. Rickards, M.D. will speak on Pathology. 

Preston and District Branch.—A lecture on Streptomvein by 
Dr. Anderson, Consultant Physician, Preston Royal Infirmary 
will be given on Tuesday, March 15, at 7.30 p.m. in the nurses’ 
home, Royal Infirmary, Preston. 


NURSES’ APPEAL COMMITTEE} 


There are a number of faithful friends in the 
list this week as well as some very welcome 
new ones, and we are hoping that many more 
nurses will follow the example of those who 
help this good cause. There are many applica- 
tions for help these days, so may we ask for a 
special effort to be made at this time of the 
year so that our receipts by Easter may be 
really encouraging. 


Donations for the Week ending March 5, 1949 


s. d. 
Miss S.A. Evans... ‘ 10 
Matron and Nursing Staff, Royal Berkshire 


Hospital (monthly donation) 10 
Nursing Staff, Bath, Ear, Nose and Throat Hospital 14 0 
Miss M. M. Blakely ... ‘ie 0 
Miss E. Hunter = 10 O 
Bath District Branch of The Royal College of 

iss .H r 100 
Anonymous 
M. J. Grant, Esq pat 26 
Colwyn Bay and District Branch, Royal College of 

Nursing. (7th Birthday Gift) ... oe: 
Miss K. Kelly see 5 0 
Miss C. C. Walker. (Postage gift) ... 3 0 
Miss E. Hall ... 5 0 
Miss M. Jackson ‘sire 
Miss M. Hughes wad 10 
Miss G. A. Henry 13 6 
College No. 3596 5 O 
Miss L. Pordage, St. Lucas, B.W.1. a 

Total 22112 0 


W. Spicer, Secretary, Nurses’ Appeal Committee, Royal 
College of Nursing, 1s, Henrietta Place, Cavendish Square, 
London, W.1. 


Coming Events 


» Barmingham.—The medals, prizes, 
and certificates for the year 1948 will be presented by the 
Right Rev., the Lord Bishop of Birmingham on Tuesday, 
April 5, at 3 p.m. 


The General Infirmary at Leeds.—The annual distribution 
of prizes will take place on Friday, March 18, at 3 pe 
in the recreation room of the nurses’ home. ady 
Martin will present the prizes, and an address will be given 
by Sir G. W. Martin, K.B.E., J.P., Chairman of the Board 
pe Governors, United Leeds Hospitals. All past members 


of the nursing staff will be welcomed. Those to be 
resent should communicate with Matron, Miss H. M. 
) seen , who will be pleased to forward an invitation. 


Tea will be provided after the distribution of prizes. 


The Institute of Almoners.—The annual general meeting of 
this Institute will be held on Friday, March 25, at 6.30 p.m., 
at The Central Hall, Westminster, London, S.W.1. Dr. John 
B. Grant, Director for Europe, International Health Division, 
The Rockefeller Foundation, has kindly consented to address 
the meeting. 


The Institute of Sociology.—A discussion meeting will be 
held on March 24, at 5.30 p.m., in the Council Room of the 
Royal Institute of British Architects, Portland Place, W.1. 
Professor T. H. Pear (University of Manchester), will speak 
on The Relations between Anthropology, Psychology and 
Sociology. Readers of the Nursing Times will be welcome. 
Write invitation to G. L. Peterson, Secretary, London 
ea ttee, University House, Victoria Park Square, London, 

2. 


The National Hossital, Queen Suare, W.C.1.—The follow- 
ing lectures will be given in the Post-Graduate Course in 
Neurological Nursing: on March 14 and 21, at 6 p.m., 
Sympathectomy—Pre- and Post- Treatment—Mr. 

6 p.m., Pre- and Post- 
or Cerebral Lesions—Mr. Wrylie 


McKissock. On 1 4, at 6 p.m., Pre- and Post-Operative 
T ‘Spinal ylie McKissock. 


nurses. 


The Royal Sanitary Institute—On Friday, March 25, at 
10 a.m., two discussions are to be held at the College of 
Technology, Howard Street, Rotherkam, on Industrial 
Medicine and Industrial Welfare. The discussions will be 
Dr. R. A. Trevethick, Works Medical yee and 


irman 


The Royal Institute of Public Health and Hygiene.—On 
March 16. at 3.30 p.m., in the lecture hall of the Institute, 
28, Portland Place, London, W.1, Miss F. «lara Sykes, 
S.R.N., Dip. Social Sc., will lecture on The Nurse tn WE « 
Be chairman will be W. G. S. Pepper, L.R.C.P., L.R.CS., 
-R.F.P.S. 
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On 11, | | p.m., = 
R. Atwood Beaver. An invitation is extended to all senior 
Peech and Tozer Branch of the United Steel Cos. Ltd. The 
chal will be Dr. A. Massey, C.B.E., (Member of Council). 
In the afternoon a visit will be paid to the Steel, Peech and 
Tozer Branch of the United Steel Co. Ltd. 


